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PREFACE 


It has been our eamest desire to place this Souvenir in your hands earlier. But, owing to 
several constraints on us, we have not been able to do so. We trust you would bear with us, 
the inordinate delay. In these few pages we have tried to capture those proud and precious 
moments of National Tuberculosis Institute (NTI) both in words as well as in pictures. 


The turoulent past has made us strong and given us the confidence and hope to shoul- 
der greater responsibilities of the future. The fight against tuberculosis has to be relentless 
and we have still miles to go. We have committed many mistakes in the past knowingly or 
unknowingly and we should have courage to admit thern and see that they are not repeated 
again. 


Twenty five years is considered to be the troublesome and formative period in an 
individual's life, but in the life of an institution it is the most crucial period, when hard 
and firm decisions have to be taken. Very rarely one gets chance to see an institution 
growing from strength to strength and we had the proud privilege to witness such an 
event in the form of Silver Jubilee Celebration of the Institute. The occasion was graced 
by the visit of Dr. H.T. Mahler, Director-General of World Health Organization, who had 
travelled all the way from Geneva to be with us and to share the excitement of seeing 
and watching an institution growing from its infancy. This institution is the brain child of 
Dr. Mahler as well as of Dr. P.V. Benjamin, the then TB Adviser to Government of India. 
Also, the result of the work of the dedicated staff that followed over these years has 
given both respect and dignity to this Institute. The ideas generated from this Institute 
has given shape to the National Tuberculosis Programme (NTP) of India which has been 
accepted and has become a model for all developing countries. 


We do hope you would enjoy flipping through these pages and share the thrilling 
experience with us. 


ORGANISATION OF SILVER JUBILEE CELEBRATIONS 
NATIONAL TUBERCULOSIS INSTITUTE, BANGALORE 


Due to the foresight of Prime Minister of India, late Pandit Jawahar Lal Nehru and his keen 
interest in scientific pursuits, several institutions were started in the country to find 
solutions to the various problems affecting the total development of the country which 
included the fields of agriculture, industry, education and several others including health. 
One such institution which responded to his scientific thinking was the establishment of 
the National Tuberculosis Institute in 1960. Dr PV. Benjamin, the then Adviser in 
Tuberculosis to the Govt. of India was the chief architect of such a movement and 
considered tuberculosis as one of the major health problems and recommended to the 
Government the establishment of a National Institute to formulate a strategy for the control 
of tuberculosis which should be acceptable, applicable and economically feasible for the 
entire country. 


Celebrations normally create a sense of euphoria which often have a tendency to distort 
the right perspective but when it is related to an institution which has completed 25 years 
of its existence, it becomes a matter of great pride and satisfaction to look back in terms of 
various activities, achievements and experiences of growing up purposefully. The past 
experences would help in projecting the future plans and which would maintain the 
glorious achievements of the past. 


The Silver Jubilee Celebrations of National Tuberculosis Institute were organised under 
three main activities. (a) A scientific session was held at the National Tuberculosis Institute 
on 1st November, 1985 attended by the doyens in the field of tuberculosis who 
deliberated and worked out a strategy based on the previous experiences in the field of 
tuberculosis control. (6) Inaugural function held on 2nd November, 1985 at the National 
Tuberculosis Institute was attended by high dignitaries like Union Health Minister, Chief 
Minister of Kamataka, Health Minister of Kamataka, Regional Director WHO/SEARO and the 
Director General of Health Services. The highlight of the function was the presence of 
Dr H.T. Mahler, Director General of World Health Organisation who took special interest in 
coming all the way from Geneva to participate in the function. (c) In order to spread the 
message of the celebrations far and wide it was decided to organise in 50 selected 
districts of the country covering every State where, as a token of celebration a seminar was 
held followed by an exhibition as well as health camps, in order to create an awareness 
among the profession and the community. It was expected that this celebration would 
further give a fillip to the programme and also provide a new direction as well as a- sense 
of commitment to the Institute. 


ABOUT OURSELVES 


BACKGROUND 


The concept of many national institutions/laboratories was born immediately after 
independence to unravel the often simple mysteries of development. National 
Tuberculosis Institute is but one such Institute which was inaugurated by late Pandit 
Jawaharlal Nehru the then Prime Minister of India on 16th September, 1960. 


Till about the middle of 1950s it was considered that tuberculosis was essentially a 
problem of the urban population. The Sample Survey of Tuberculosis (1955-58) which 
encompassed large parts of India soon demonstrated that tuberculosis was virtually 
equally distributed in rural as in urban areas. This meant that a vast majority of cases of 
tuberculosis were to be found in rural areas which were ill served by health facilities 
whether Governmental or otherwise. During the same period the studies also showed that 
majority of the cases of tuberculosis can be treated effectively at home with the potent 
anti-tuberculosis drugs as it was conventionally done in tuberculosis sanatoria and 
hospitals. Thus the challenge was in developing a methodology to diagnose as many of 
these cases as possible and treat them effectively in their own homes. 


These and various other problems appeared insurmountable at first. Individual expert 
opinions could not crystallise the strategy of action. Such firmament existed in many other 
fields related to the betterment of the quality of life. To find a strategy for meeting this 
challenge the National Tuberculosis Institute was born. 


OBJECTIVES OF THE INSTITUTE 


The Institute was started with the following main objectives: 


1. To formulate an applicable, acceptable and economically feasible programme for 
tuberculosis. 


2. To train the necessary manpower to organize and manage the programme. 
3. To continue research to evolve the programme. 


4. Monitoring of District Tuberculosis Programmes through periodic DTP reports received 
from them (This objective was entrusted since 15 years). 


FUNCTIONS OF THE INSTITUTE 

Keeping the objectives in mind, a team of WHO experts headed by Dr H.T. Mahler (the 
present Director-General, WHO) and national experts along with the support: of UNICEF 
took up intensive field studies in epidemiology, sociology, bacteriology and operational 
aspects of the disease and its control. 


ACHIEVEMENTS OF THE INSTITUTE 

1. The biggest achievement of the Institute Is the formulation of District Tuberculosis 
Programme (DTP) which is the functional unit of the National Tuberculosis Programme 
(NTP). The entire approach is a breakthrough in the control of the disease. The 
principles and the concepts on which the DTP was formulated later gave birth to the 
concept of primary health care as enunciated by WHO. 
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9 Another achievement is the application of operations research for the first time in the 
field of public health. The problem of tuberculosis was identified as multi-cimensional 
and the formulation of the tuberculosis programme was also to give a solution to the 
multi-dimensional problem. 


3. The Institute has been carrying out one of the biggest epidemiological surveys to find 
out the prevalence, incidence and trend of infection, disease and drug resistance 


among rural population over a period of over 20 years. 


4. The sociological studies to identify the human suffering caused by the disease and 
also to identify the felt need of the tuberculosis patients and the community In 
alleviation of the suffering gave an entire new look in the formulation of the 
tuberculosis programme as an integrated one. Through this, diagnosis and treatment of 
tuberculosis, is provided free of cost to both rural and urban patients nearest to their 
homes through health institutions in which they have confidence. This programme has 
given an economically feasible approach which has a potential of diagnosing about 
2000 cases per district per year at a Minimum cost and effort. ; 


5. The Institute has carried out many operational studies of which the following are the — 
major ones: 


(a) Study of the development of health delivery system through which tuberculosis 
programme can be more effectively implemented for e.g., the feasibility of 
involvement of multi-purpose health workers in improving the case-finding and 
case- holding in the community. 

(b) Study the workload of the peripheral health institutions in undertaking tuberculosis 
activities and to develop a forecast for monitoring the programme. 

(c) Feasibility and applicability of short-course chemotherapy at primary health 
centres and the problems arising out of it. 


6. The Institute had conducted a major study in two districts of Tamil Nadu — South 
Arcot and Salem — to collect the baseline information for the DANIDA Project. 


7. The Institute is trying to establish the surveillance methodology for tuberculosis using 
cheaper tools like tuberculin test and symptom questioning. 


8. Developing a health education programme as part of the DTP utilising the most 
acceptable media in the community. 


9. Animal experimentation to find out the virulence of tuberculosis bacilli in different 
parts of the country particularly in South India and also studies on atypical- 
mycobacteria are undertaken. 


some of these projects have been funded by ICMR. 
TRAINING 


A. Training of District Key Personnel 


During the last 25 years thé Institute conducted 52 training courses under which it has 
trained 932 doctors and 3397 para-medicals of various categories who are to organize 
and maintain the programme in all the districts in the country. 


B. With the assistance of WHO the Institute organizes the following Group Educational 
Activities (GEA) since 1983: 


(a) Workshop for Senior Teachers of Medical Colleges 


These Workshops aré arranged for Professors of Tuberculosis, Professors of Medicine and 
Professors of Preventive & Social Medicine from different medical colleges to develop a 


curriculum for teaching tuberculosis programme to medical students 
, Particularly t 
graduate students. p Y to under 
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(©) Seminar for State level senior officers incharge of Tuberculosis 
Programmes 

The annual seminars are meant to bring these senior officers for technical and 

administrative discussions and review the performance statewise for further improvement. 


Additional Secretary/Joint Secretary, Ministry of Health, Govt. of India and ADG.(TB) from 
DGHS, New Delhi participated in these seminars. 


(c) Seminar for District Health Officers/CMOH 


The Officers who are administratively controlling the District Tuberculosis Officers who are 
in charge of the tuberculosis programme are invited to discuss DTP vis-a-vis their role in 
the programme. 


(d) Re-orientation of District Tuberculosis Officers 


The District Tuberculosis Officers who have been trained at the Institute long years back 
are invited to undergo a short training to update their knowledge in tuberculosis, discuss 
changes in the programme activities and the problems experienced in programme 
management for improving the programme. 


(e) Short Training for X-ray Technicians 


X-ray technicians from District Tuberculosis Centres suppliedwith new Ergophos-4M X-ray 
machines are trained at NTI in the operation and maintenance of the X-ray machines. 


C. Short-Training for Post-Graduate students 


Post-graduate medical students of TB & Chest Diseases and Community Healthare given 
two weeks training in some aspects of epidemiology and control of the disease. Medical 
colleges of Andhra Pradesh, Kerala, Karnataka and Tamil Nadu attend this course. More 
than 150 students have undergone the training in the last 5 years. 


D. Supervised Field Training for Health Educators 

Post-graduate students of Health Education from Gandhigram Institute of Rural Health & 
Family Welfare are provided 10 weeks of supervised field training. 

E. Training of WHO Fellows 


WHO fellows (medical and para-medical) from other countries are also provided training 
for varied periods in the Tuberculosis Control Programme: of India. 


SCIENTIFIC SESSION 
1st November, 1985 


~ 


oa al 


MULTI-DISCIPLINARY SEMINAR ON TUBERCULOSIS CONTROL 


1.11.1985 
LIST OF PARTICIPANTS 
NATIONAL 
1. Mr S.V. Subramaniyan, Joint Secretary, Ministry of Health, Govt. of India, New Delhi. 


. Dr K.N. Rao, President, IMSA, New Delhi. 
. Dr D.R. Nagpaul, former WHO Consultant to National Institute of Tuberculosis, Manila, 


Philippines. 


. Dr S.P. Pamra, Hon. Technical Adviser, TB Association of India, New Delhi. 

_ Dr S.P. Gupta, A.D.G.(TB), DGHS, New Delhi. 

_ Dr S.P. Tripathy, Sr Deputy Director General (ECD), ICMR, New Delhi. 

_ Dr S. Pattanayak, Regional Adviser, Communicable Diseases, WHO/SEARO, New Delhi. 
_ Dr P.K. Sen, Emeritus Editor, Indian Journal of Tuberculosis, TB Association of 


India, New Delhi. 


_ Dr M.D. Deshmukh, Hon. Technical Adviser, Maharashtra State Anti-TB Association, Bombay. 


_ Dr G.D. Gothi, former Director, New Delhi TB Centre, New Delhi. 
. Dr D. Banerji, Professor, Centre of Social Medicine & Community Heaith. Jawaharlal Nehru 


University, New Delhi. 


. Dr A. Banerji, Sr TB Specialist, Central Hospital, Dhanbad. 
. Dr D.K. Srinivasa, Associate Professor, Department of Preventive & Social 


Medicine, JIPMER, Pondicherry. 


. Dr V.K. Padmanabhan, TB Control Officer, Pondicherry. 

_ Dr D.P. Verma, Hon. Secretary, Madhya Pradesh State TB Association, Bhopal. 

. Dr M.N. Nagu,Director of Medical Services, Madhya Pradesh, Bhopal. 

_ Dr R. Parthasarathy, Dy Director, T.R.C. Madras. 

_ Dr A.B. Deshpande, TB & Chest Specialist, District Tuberculosis Centre, Nashik. 
_ Mr S.S. Nair, WHO Consultant, NTI. 

_ Dr G.V.J. Baily, Director, NTI. 

_ Dr P. Chandrasekhar, Epidemiologist, NTI. 

_ Dr (Mrs) P. Jagota, Sr Medical Officer, NTI. 

_ Dr N. Naganathan, Bacteriologist, NTI. 

_ Miss M.A. Seetha, Asst. Training Officer, NTI. 

25. 


Mr C.V. Shyamasundara, Statistician, NTI. 


DELEGATES FROM SAARC COUNTRIES 


an kwWNH > 


~_ 


Dr J.H.L. Cooray, Chest Hospital, Sri Lanka. 


_ Dr C.G. Uragoda, Physician-in-charge, Central Chest Clinic, Sri Lanka. 


Dr N.L. Maskay, Chief, Chest Clinic, Nepal. 
Dr L.R. Upadhyay, Project Leader, TB Control Project, Nepal. 
Dr M.S. Islam, Project Director/Dy Director, Mycobacterial Disease Control, Bangladesh. 


Dr A.K.M. Shamsul Huq, Associate Prof & Chest Physician, Institute of Diseases of Chest 


& Hospital, Bangladesh. 
Dr T.B. Rana, Bhutan. 
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Assembly 


SILVER JUBILEE CELEBRATIONS 


INTER-DISCIPLINARY SEMINAR 
1ST NOVEMBER 1985 


PROGRAMME 


Welcome to Participants 


Chairman 
Co-chairman 
Presentation 


Chairman 
Co-chairman 
Presentation 


Chairman 
Co-chairman 
Presentation 


9.00 a.m. 
9.30 a.m. — 9.45 a.m. 


SESSION 1: 10.00 a.m. — 11.30 a.m. 


Current Treatment Problems in NTP 


Dr S.P. Pamra 

Dr S.P. Tripathy 

Dr (Mrs) P Jagota — Chemotherapy Update 
Dr N. Naganathan — Drug Resistance 


SESSION 2: 11.45 a.m. — 1.00 p.m. 


Current Operational Problems of NTP 


Dr K.N. Rao 

Dr D.R. Nagpaul 

Dr P. Chandrasekhar — Case-finding 
Miss M.A. Seetha — Case-holding 


SESSION 3: 2.30 p.m. — 3.45 p.m. 


Status of NTP Today 


Shri S.V. Subramaniyan 
Dr S.P. Gupta 

Dr G.V.J. Baily 

Shri C.V. Shyamasundara 
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SESSION No.1 


CURRENT TREATMENT PROBLEMS IN N.TP. 


: Dr S.P. Pamra 

: Dr S.P. Tripathy 

: Dr (Mrs) P. Jagota 
Dr N. Naganathan 


Chairman 
Co-Chairman 
Presentation 


The Chairman invited Dr (Mrs) P Jagota to 
start her presentation. Dr (Mrs) P Jagota after 
thanking the Director and the Chairman of the 
session for providing her this opportunity 
continued: : 


“One of the most. significant technical 
advances in the field of tuberculosis during the 
last decade is the introduction of Short-Course 
Chemotherapy (SCC) in the treatment of 
tuberculosis patients. This has helped not only 
in reducing the duration of treatment from 
conventional 18 months to 6 months but also 
to treat the patients with almost 100% 
efficacy”. 


“The available drug regimens under SCC can 
be classified into 3 categories: (1) Daily, (2) 
Biphasic and (3) Intermittent. The daily regimen 
can be Isoniazid (H) and Rifampicin (R) for 9 
months or Ethambutol (E), H and R for 6 
months. The example of biphasic could be 
Streptomycin (S), H, R and Pyrazinamide (Z) 
daily for 2 months followed by H and 
Thioacetazone (T) daily for 6 months or H, S, R 
& Z for one month followed by H and T daily 
for 7 months. The last two regimens will extend 
to a period of 8 months. Intermittent drug 
regimens could be biphasic, intermittent, 
partially intermittent or intermittent throughout 
the period of treatment. In the 6 months period 
of duration S, H, R and Z are used thrice a 
week. In another combination of intermittent 
regimens S, H, R and Z are used twice a week 
for 2 months followed by H and R twice a 
week for 4 months. However, there may be 
some toxicity in these regimens. To have less 
toxicity and less expensive drug regimen which 
is to be given under supervision would be S, H 
and R daily for 2 months followed by H and R 
twice a week for the remaining 4 months”. 


She stressed the importance of selection of 
the drugs depending upon the patients 
acceptability. For this purpose she said the 
patients could be classified into following 6 
categories: 


(1) Sputum smear positive or smear negative 
(2) Uroan and rural 
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(3) Those who can attend regularly and 
those \vho cannot attend 

(4) Newly diagnosed but previously treated 

(S) Toxaemia of disease present and 
toxaemia of disease absent, and 

(6) Very sick patients 


“It is known that the results obtained under 
Clinical trials cannot be obtained when the 
drugs are given under field conditions, the 
reasons mainly being operational. The short fall 
is of the order of 20 to 30%. Some of the 
Operational reasons are: 


(1) Acceptability of the drug regimen by 
the patient 

(2) Patient compliance 

(3) Cost 

(4) Mode of drug delivery 

(5) Health institutions which distribute the 
drugs 

(6) The knowledge and conviction of the 
medical and para-medical staff of the 
institutions and also the community. 


These operational aspects to a great extent 
have regional variations. Thus, each country and 
each region in developing countries must 
formulate its own strategies which are suitable 
to their conditions. NTI is also undertaking 
research in this direction to throw more light 
on the dark areas of operational. aspects. In one 
of the recently conducted studies of NTI, 
among uroan tuberculosis patients to find out 
the acceptability of two regimens namely 
QSHR/6TH and 1SHRZ/7TH - both being 
biphasic - following observations were made: 

(1) About 18% of the patients included in 


the study took less than 50% of 
chemotherapy in the intensive phase. 
(2) The bacteriological response, as 


expected, related to the level of 
treatment which showed that of those 
patients who took at least 50% of 
treatment in the intensive phase and 
completed 95% of the expected 
treatment giving over 80% of collection 
or more gave a high bacteriological 
conversion at the end of the treatment 
period. 


The most important finding of the study has 
been to disprove the belief that the patients 
discontinued the treatment as soon as the 
symptoms disappeared. Thus, such studies 
would help us in understanding more about 
operational aspects of the chemotherapy ”’. 


“In addition to these major operational 
problems, it is absolutely necessary that basic 
technical problems of chemotherapy have yet 
to be explored. Though the ideal drug is yet to 
be discovered the studies have to be 
continued to reduce the duration of treatment 
further, use of multiple drugs therapy, study of 
adverse reactions carefully and the problem of 
drug resistance”. 


“Even though no new anti-TB drugs have 
been discovered during the last decade it Is 
heartening to see that this period has been 
most fruitful in exploiting the full potential of 
the already available drugs. Thus, the 
chemotherapy has taken a giant leap forward 
due to better understanding of the existing 
drugs, some of which in fact were resurrected 
from obscurity. However, any fresh solution to 
the technical problems mentioned earlier must 
come from newer drugs only. The pace of 
research in discovering new drugs has not 


been up to the expectations of the 
tuberculosis workers because of various 
reasons of which following are important: 


(1) Cost 

(2) Decline of tuberculosis in developed 
countries who have the facilities to 
undertake research in discovering newer 
drugs. 

(3) Stringent drug regulations 

(4) The long period required to give the 
results of clinical trial. 

(5) Inability of the developing countries to 
buy expensive drugs. 

(6) Availability of safe and effective drugs. 


With all these major hurdles confronting 
research on anti-TB drugs, there has been a 
renewed interest in this field on account of 
higher incidence of disease due to non- 
tubercular mycobacteria in U.S.A. Newer drugs 
have been discovered like Ofloxacin (DL-8280), 
Norfloxacin and Ciprofloxacin, Ansamycin 
(LM-497), Cyclopentyl Rifampicin (DL-473) and 
Semisynthetic Rifamycin (FCE-29950). Some of 
them notably Ansamycin is found to be 
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effective against M. Avium complex and M. 
Leprae disease. An important advantage of the 
last 3 drugs mentioned above is the long -half 
life which helps in once a week administration 
of drugs to the tuberculosis patients”. 


“The fight against tuberculosis has given 4 
newer horizon like many immuno-therapeutic 
agents e.g. transfer factor. It had also helped in 
understanding certain operational factors like 
helping the patients to comply by having 
depot forms of currently available drugs. The 
search goes on for newer weapon to shorten 
the duration of chemotherapy, overcome 
non-compliance, overcome the problem of 
drug resistance, and ultimately to discover the 
“magic bullet’. The developing countries which 
bear the brunt of the tuberculosis problem will 
have to participate more actively and 
effectively. Otherwise, an agent that might 
prove as useful as INH or Rifampicin might 
never be discovered .because it was not tested 
for anti-Mycobacterial activity”. 


Finally she concluded that: 


(1) Promising era of SCC to combat the 
disease has begun. 

(2) Operational research in the field of 
chemotherapy is very vital. Even if a 
“magic bullet” is developed ultimately to 
fight against tuberculosis, the Question 
will still remain as to how to deliver it. 

(3) It is encouraging to find that these 
Operational aspects have percolated 
down to the level of basic research so 
much so that even while developing a 
new drug operational advantages are to 
be looked for. 

(4) With the present global situation about 
tuberculosis it is very important for 
developing countries to take active part 
in the search for newer weapons against 
tuberculosis. 


Dr S.P. Pamra, Chairman requested Dr N. 
Naganathan, Bacteriologist of NTI to introduce 
the problem of drug resistance in NTP. 


Dr Naganathan emphatically said that the 
problem of drug resistance in tuberculosis is 
mainly due to organizational and 
socio-psychological factors than to the effect of 
drugs alone. He also said that the drug 
resistance is nothing new to the medical 
profession. The problem of resistance arose 


with the introduction of antibiotics as 
therapeutic agents in the treatment of various 
infectious diseases. When the anti-TB drugs 
were discovered and put to use with the hope 
of curing tuberculosis patients easily, it was 
soon shown that the drug resistance was 
appearing. This drug resistance led to more 
studies on the drugs themselves and the results 
of these studies helped in evolving drug 
regimens in the treatment of tuberculosis. 


He said “to understand the problem of drug 
resistance a holistic approach to study all the 
aspects is very crucial. The main causes of drug 
resistance could be: 


(1) Lack of organized treatment 

(2) Prescribing inappropriate or 
regimens 

(3) Inadequate period of treatment 

(4) Prescribing drug regimen which the 
patients cannot accept 

(5) Omission of any one of the drugs in the 
regimen by the patients due to side 
effects 

(6) Changing the source of 
frequently by the patients. 


incorrect 


treatment 


Most of these reasons become organizational 
and the solution to these problems would be 
to ensure regularity of treatment by the patients 
by providing organized free treatment facilities 
as near the patient's home as possible with 
proper and timely defaulter actions. The 
Medical Officers should be aware of standard 
drug regimens to prescribe the acceptable 
regimen to the patient. Proper initial and 
subsequent motivation during the entire period 
of treatment is very crucial to convince the 
patient about the importance of regular and 
uninterrupted treatment for the full period. This 
calls for appropriate attitude and understanding 
of the health staff towards tuberculosis patients 
and their problems’. 


To help the patient not to drop any one 
drug from the regimen, he suggested that the 
tablets should be given in combined form. 


Dr Naganathan highlighted from the data of 
the studies conducted by NTI, by the State 
Tuberculosis Centre, Nagpur and also East 
African studies, that the primary drug resistance 
takes longer time to develop and easier to 
manage as compared to acquired drug 
resistance which is developed earlier and is 
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mainly due to the inadequate dosage and 
irregularity of treatment by the patients. 


He said “contrary to the belief of some of 
the Tuberculesis Specialists that the problem of 
Crug resistance is increasing because of DIP, 
the resistance has not increased even to INH 
Where DTP is functioning. The suggestion 
among the experts that the second line drugs 
would help in the drug resistance may not be 
correct. “Second line drugs” are very expensive 


“and very toxic for the Indian community. When 


the drug resistance has emerged due to the 
irregularity in the treatment the second line 
drugs cannot help because irregularity of 
treatment cannot be fought by giving second 
line treatment.” 


Concluding, Dr Naganathan said, “The most 
important issue in the problem of drug 
resistance is to develop the concept of 
case-holding which involves complete effort on 
the side of the institutions to see that every 
patient completes his treatment as desired by 
the Medical Officer by providing proper 
environment like initial and subsequent 
motivation, timely defaulter retrieval actions and 
providing drugs nearer to their homes through 
the institutions where they have confidence.” 


Dr Pamra, Chairman of the session at the 
outset thanked Dr Baily and the organizers for 
giving him the. honour of being the Chairman 
along with Dr Tripathy, as a Co-Chairman for 
this important session. 


He pointed out that while discussing on the 
chemotherapy it would be very difficult not to 
discuss case-holding. While organizing the 
programme a separate session has been 
provided for case-holding. He mentioned that 
the group has to limit itself for discussions on 
the points mentioned by Dr Jagota and Dr 
Naganathan. 


He said that it would be sheer waste of time 
for him in a gathering like this to mention 
anything about chemotherapy. Before allowing 
the floor for discussion he said that Ansamycin 
has now been released for clinical trials at least 
in the United States of America. Agreeing with 
Dr Jagota’s comment he stressed that these 
drugs which are so crucial for tuberculosis in 
developing countries has been tried for other 
diseases in the United States where 
tuberculosis problem is reduced. He 


mentioned that surprisingly the first trial on 
Ansamycin has been carried out on patients 
suffering from ‘Mycobacterium intracellular 
complex syndrome and that too because this 
particular syndromes found to be very 
common among AIDS patients and is the cause 
of death of large number of them. Even in 
these studies Ansamycin has not given 
promising results. The death rate is still 
supposed to be about 45% but the plea for 
continuing the drugs for AIDS is the feeling that 
there is a reduction of death from almost 100% 
to 45% due to Ansamycin. 


He also mentioned about a study where 38 
patients of tuberculosis who were known to 
have resistant bacilli to all the commonly used 
anti-TB drugs like Streptomycin, INH and 
Rifampicin, were treated with Ansamycin and 
the conversion rate was only of the order of 
about 40%. The companion drugs to 
Ansamycin in these cases were Ethambutol and 
Pyrazinamide and one Aminoglycoside apart 
from Streptomycin, INH, Kanamycin and 
Capreomycin. 


He mentioned that a trial about cases with 
sensitive bacilli is still being contemplated. The 
laboratory trials on Cyclopentyl are still 
proceeding. The advantage of cyclopentyl is 
supposed to be that it is capable of being 
administered parenterally rather than purely 
orally. 


With these few words he opened the 
subject for discussion. 


The following points were raised by the 
participants: 


(1) The presence of adverse factors brings 
down the success rate of chemotherapy 
to about 35% to 42% which is quite 
serious. While agreeing that genuine cases 
of failure can go to other drugs, attention 
should be paid early to obvious cases of 
failures during treatment. This attention in 
the early period of treatment gives a 
better result in the long run. 


(2) It is important to find out the 
pharmacokinetics of each drug. They 
should be understood very quickly and at 
different places. Pharmacokinetics means 
the concentration of the drug, their action 
on the bacteria, their duration and their 
Stay in the blood till the inhibitory part is 


24 


reached. This will help us to select the 
drugs which are acceptable to the 
patients in terms of minimum toxicity etc. 
Such type of studies should be on 
co-operative basis. 


(3) It is very important to define the 
irregularity and also a committee should 
be formed to define terminologies to be 
used in surveys, diagnosis and treatment 
which can be understood by all. This 
committee should be of NTI members. 


In urban areas where majority of Cases are 
handled by private practitioners, it should 
be possible to organise intermediate 
clinics in which general practitioners 
could associate themselves. The function 
of this intermediate clinic should not be 
to offer treatment, but to minimise over 
and under diagnosis by using proper 
diagnostic tools. 


(4) 


(5) Since irregularity leads to drug resistance it 
can be minimised by educating the 
people who assemble at the tuberculosis 
clinics through tape recorder or 4a 
gramaphone which should be played 
when the out-patients are waiting to see 


the doctor. 


The involvement of the trainers like 
teachers of the medical colleges would 
help a lot in minimising the drug default. 


(6) 


In this process a  multi-disciplinary 
approach is necessary to bring about 
attitudinal changes in the medical 
students. 


(7) The basic issue in the formulation of the 
programme viz. to start the programme 
from the people should not be forgotten. 
While discussing about the drug regimen 
and their acceptability other issues like 
availability of most elementary drugs in the 
Primary Health Centres (PHCs) have also to 
be recognised. 


(8) The discussion of chemotherapy is 
incomplete unless the availability of a 
treatment organisation is well recognised. 
While talking of patients as Gefaulters it 
will be highly important to look at the 
health services themselves which as a 
system has to fit in with the peoples’ 
need. 

(9) Can the diagnosis and treatment services 
be offered free of cost? It is not very easy 


(10) 


(11) 


(12) 


(13) 


(14) 


to decide whether service should be free 
or not, since there are patients who really 
need the free service. However, if the free 
service if given in such a way that it is not 
really inconvenient to accept it then 
probably the free service would be 
availed of. Otherwise free service has no 
attraction to the community. 


There should be well designed studies to 
conclude whether the drug supply should 
be combined ones or they should be 
given individually. The combination of 
drugs should be looked into more 
scientifically keeping in mind the 
oharmacokinetic aspects. Pharmacokinetic 
study is not simple to apply in the field 
conditions since no patient would like his 
blood to be drawn at regular intervals for 
studies. The studies planned should be 
more simple and more scientific to come 
to conclusions. To provide combined 
drug to the patient is not a simple 
process since it involves the interest of 
oharmaceutical company. 


A few SCC regimens as projected by Dr 
Jagota would confuse the practitioners of 
medicine to select a proper one. Hence, 
one or two proven drug regimens should 
be made known to the doctors. 


The problem of the treatment offered by 
orivate practitioners to the tuberculosis 
patients for part of the treatment period 
and to be continued by the District 
Tuberculosis Programme (DTP) is a 
challenging one. The programme has not 
thrown light on this aspect yet. 


Today, in the treatment of tuberculosis 
there appears to be no co-ordination 
among various agencies like 
pharmaceuticals, teaching institutions and 
the programme workers to provide 
accepted drug regimen. The 
pharmaceutical industry has a free access 
to the general practitioners and the 
teachers of the medical colleges who in 
turn prescribe the drugs as they choose 
without knowing the results of controlled 
clinical trials. The possibility of checking 
this should be worked out. 


The discussion on drug and the bacilli 
alone will not provide better results unless 
the patient and his environment are 
discussed to find an acceptable drug 


regimen. 
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(15) 


(16) 


(17) 


(18) 


There is always a time lag between the 
discovery of the new drugs and their 
availability to the community. Hence, the 
resistance to accept the drugs will be 
a continuing problem. To break this, it is 
better to concentrate on strengthening 
organisational side rather than worrying 
about new inventions and discoveries. The 
full utilisation of Multi-Purpose Workers 
(MPWs) and village health guides in drug 
delivery would be the biggest break 
through, bigger than the discovery of 
Streptomycin and INH. While discussing 
on the organisational aspects the District 
Tuberculosis Officers (DTOs) participating 
in the seminar mentioned that many of the 
posts in the District Tulerculosis Centres 
(DTCs) are kept vacant which reflects in 
the programme implementation and 
drug defaults. Even with SCC the problem 
of drug default has not been removed. 
This proves the need for strengthening the 
organisation itself, in addition to organising 
good health education of the community. 
The drug control or abuse of drug has to 
be tightened up if the drug resistance has 
to be really prevented. Without this effort 
the drug industry cannot be prevented 
from having an easy access to general 
practitioners and the teachers of the 
medical colleges who use the drugs 
without discretion. 


The role of environment has to be 
discussed along with the drugs and the 
bacilli. Whether immune response to the 
administration of drugs can be improved 
by supplementing the chemotherapy with 
any other diet or nutrition supplement or 
in any other manner which would boost 
up the immune response in the patient Is 
to be discussed at length. 


the Government of India has 
accepted to maintain the continuing 
medical education programme of the 
medical profession through the National 
Academy of Medical Sciences it has 
become very essential to organise 
seminars for these teachers. Unless this Is 
done the medical profession cannot be 
controlled at all. 


Since 


Failure of | chemotherapy i's _ not 
synonymous with drug _ resistance. The 
number of causes as listed out by Dr 
Naganathan are mainly the causes of 
failure and not causes of drug resistance. 


The patient who has failed to take his 
treatment as per advise need not 
necessarily have drug resistance because it 
depends on how much drug he has 
consumed, for eg. if a patient iS 
prescrioed INH and Streptomycin and 
handed over Isoniazid, Streptomycin vials 
to take the injections outside he might not 
take the injections due to some 
difficulties, tout may consume only INH. 
Such a patient even at the end of one 
year would not develop resistance to 
Streptomycin. Hence, a careful history 
taking is necessary before we start giving 
second line drugs. The search for any new 
drug will not pay us any dividend unless 
the available drugs are exploited to the 
fullest potential. If our infrastructure is not 
well developed to utilise the currently 
availaole drugs and the drug 
combinations, any new drug is not going 
to help in reducing the problem of drug 
resistance. 


(19) If Streptomycin is given for one month in 
the beginning of the treatment when INH 
and Thioacetazone is prescribed, the 
efficacy of the regimen is improved 
substantially under programme conditions 
where patients tend to default. This one 
month Streptomycin injection in the initial 
Stages of the treatment may increase the 
efficiency as well as efficacy of the 
chemotherapy. 


(20) The introduction of SCC under field 
conditions in the 18 districts which is 
being monitored by the Indian Council of 
Medical Research (ICMR) has improved the 
patient compliance to the extent of about 
15 to 20% only. Hence, with the limited 
funds available in the country it is essential 
for the group to decide whether a stage 
has come to use SCC drug regimen 
containing Rifampicin and Pyrazinamide or 
not. The cost of INH and Thioacetazone 
for one year may be about Rs. 55/- to Rs. 
60/- while SCC would be Rs. 400/- to Rs. 
300/- per patient. Even with biphasic SCC 
with limited use of Rifampicin and 
Pyrazinamide for 2 months followed by 6 
months of INH and Thioacetazone the 
cost would be Rs. 350/- to Rs. 400/- per 
month per patient and it is also realised 
that cost of Rifampicin in the world market 
IS going up. As it is, India is importing 
Rifampicin worth about 15 crores in 
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foreign exchange which is being used not 
only under the programme conditions but 
by the general practitioners and teachers 
of the medical colleges and others. After 
consideration it may be possible to 
introduce the drug regimen used by NTI 
in a phased manner in the country. While 
phasing, the available health infrastructure 
may also be kept in mind to give 
preference to those States where health 
infrastructure IS good. 


(91) The supply of Streptomycin is extremely 
limited by the Central Government. Hence, 
the DTCs could not use the injections very 
freely. Secondly, the acceptability of 
injection is limited only to those who have 
an easy access to the DTC or to other 
hospitals. These two reasons mainly 
hamper the use of Streptomycin. 


(99) The acceptability of intermittent regimen 
which is to be supervised totally by the 
health centres is very low. In a _ vast 
country like India where the treatment 
centres are still far off for majority of the 


patients, the supervised — intermittent 
chemotherapy would be difficult to 
accept. 


With the request of the Chair Dr Jagota, while 
summing up, mentioned that the study 
conducted by NTI on SCC has given promising 
results with 95% of the patients completing 
80% or more of the treatment and the sputum 
conversion rate among them was very high. A 
similar study on acceptability of Isoniazid and 
Thioacetazone conducted among _ urban 
patients had given a sputum conversion of 
about 60%. Thus, while the operational aspects 
are to be improved it is utmost important to 
improve the efficacies of the drug regimens 
under field conditions. She also mentioned that 
in the study the effect and outcome of 
concealed drug irregularity was not found. 
While drawing the attention of the group on 
the subject of providing combined drug she 
pointed out that in this process there may be a 
Ganger because drugs like Isoniazid and 
Pyrazinamide which have no expiry date are 
combined with drugs like Ethambutol and 
Rifampicin which have comparatively short shelf 
life, there would be a wastage of drugs. 
Hence, their use in the mass scale becomes 
questionable. 


After Dr Jagota’s comments, Dr Pamra 
concluded the session by thanking all for 
Participating in the session. Dr Pamra while 
concluding brought out the salient point how 
some of the issues raised show that the 
discussion on chemotherapy cannot be 
complete without discussing the case-holding 
aspects. 


SUMMARY 


The Group reviewed the situation regarding 
the currently available standard drug-regimens, 
short-course regimens of 6-9 months duration 
and the possibility of newer drugs being 
available. The Group discussed the issues on 


chemotherapy at length, and made the 
following recommendations: 
(1) Chemotherapeutic Regimens for the 


Programme 


The Group agreed that the 5 regimens of 
standard chemotherapy in the NIP are 
satisfactory and can continue to be 
employed. The inadequacy of the regimens 
is not in terms of their efficacy but only in 
respect of deficiencies in the infrastructure 
and in their implementation. The 
infrastructure, if strengthened, could 
suostantially increase the efficiency of the 
available regimens. 


(2) There has been an increase in the supply of. 
Streptomycin in the programme. Since an 
initial 1 or 2 months of daily Streptomycin 
wouid substantially improve the efficacy of 
the TH regimen, the use of Streptomycin on 
a more liberal scale should be encouraged. 


The use of second-line drugs for failure 
patients may be permitted. However, it 
should be realised that these drugs are 
expensive, have more adverse reactions 
and are generally less effective than the 
standard regimens in drug-sensitive 
patients. Every effort should therefore be 
made to strengthen primary chemotherapy 
so that failures are minimised. 


(3) 


(4) While there is a scope for investigating 
newer and more effective drugs, it Is 
realised that studies with newer drugs are 
expensive and time-consuming. Further, 
chemotherapy with newer drugs would still 
be subjected to the same inadequacies of 
organisation as with the current regimens. 
Newer drugs will not help us to get over 
the problem of defaulters and motivation. 
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(5) 


(6) 


(7 


Wwe 


(8) 


(9) 


These have to be tackled in the first 
instance if we were to derive benefits from 
newer and more effective drugs. or 
regimens. 


There is evidence that 6-month or 8-month 
short-course regimens could be more 
effective than the standard regimens under 
programme conditions. It is suggested that 
the programme organisers could give due 
consideration to the introduction of 
short-course regimens in selected districts 
where the infrastructure is adequate and 
the performance of the programme has 
been relatively satisfactory. 


The Group is of the opinion that primary 
drug resistance is not of a serious 
magnitude, and cases with such resistance 
do respond to chemotherapy with 
standard or short-course regimens. The 
application of appropriate regimens 
optimally would reduce failures of 
chemotherapy and therefore result in the 
prevention of emergence of resistance. 


Failure of chemotherapy is not synonymous 
with the emergence of drug-resistance. The 
organisms may still be sensitive to a drug if 
a patient has not consumed the drug 
orescrioed. Careful interrogation of the 
patient who has failed on chemotherapy 
would help in deciding on the justification 
for continuation of one or more of the 
primary drugs. 


The Group recommends that the 
introduction of new drugs should be 
permitted only after undertaking 
pharmacokinetic studies and _ carefully 
controlled clinical trials. 


The Group did not favour the use of 
combination tablets for the following 
reasons ‘“Indian patients might not be able 
to differentiate between different tablet 
strengths and might consume by 
inadvertance more drugs than are 
necessary. Further, it would not be possible 
to drop one of the constituents if a patient 
developes adverse reactions or in the case 
of drug-resistance. There could also be an 
interaction between drugs in a combined 
tablet, resulting in a lowering of 
bioavailability. There would also be 
inadequate justification for combining 4 
stable drug such as Isoniazid, with a long 
shelf-life with a drug like Rifampicin with a 
limited shelf -life’’. 


SESSION No.2 
CURRENT OPERATIONAL PROBLEMS OF NTP 


Chairman : Dr K.N. Rao 
Co-Chairman: Dr D.R. Nagpaul 
Presentation —_: Dr P. Chandrasekhar Case-finding 
Miss M.A. Seetha Case-holding 
The Chairman, after thanking the Director and person from the out-patients for sputum 


the organizers, invited Dr Chandrasekhar to 
present his views on “‘Case-finding’’. 


Dr Chandrasekhar said “it is accepted that 
any technology which we use in any field of 
human endeavour should have certain criteria. 
The first criteria is that it must be effective and 
it should work in the circumstances in which it 
is expected to be used. The second criteria for 
any technology to be accepted by the people 
is that it must be culturally acceptable so that it 
fits into the hands, minds and life of its users. 
Third criteria is that, it must be sustainable 
locally - that means it should not depend or 
be over-dependent on imported skill for its 
functioning, maintenance and repairs. Now, 
such a technology based on the three criteria 
mentioned earlier has been adopted in the NTP 
for case-finding. Development of health 
services in India over the years is extremely 
encouraging because the technology of 
case-finding and case-holding under the DTP 
can almost be taken to the door steps of the 
patients. There was a time when Dr D. Banerji, 
first Sociologist of NTI used to say that 52% of 
the patients are knocking at the doors of the 


doctors and we still repeat that word 
‘knocking’ at the door. Now, with _ this 
development in the health — services 


infrastructure it is possible to take diagnosis to 
the doors of the patients and today the health 
workers are knocking at the doors of the 
patients in addition to the patients knocking at 
the doors of health centres.” 


“Though there have been encouraging 
developments, they have at the same time 
created certain problems which have to be 
discussed at this forum and decisions have to 
be taken: 


1. Selection of proper chest symptomatics: 


With the active and passive case-finding 
efforts there are two people mainly responsible 
for selection of chest symptomatics. The 
Medical Officer in the Peripheral Health 
Institutions (PHIs) who has to select the right 


29 


examination and the other is the health worker 
who again has to identify the correct person in 
the field and collect the sputum. The person 
who has to do the sputum examination is the 
Microscopist at the PHI and his efficiency to a 
great extent depends upon the proper training 
imparted to him. 


Some of the real operational problems in this 
process of case-finding are now to be 
discussed. 


2. Under selection of chest symptomatics at 
the PHI: 


Most of the Medical Officers in the PHCs etc. 
have been told to select patients reporting 
with cough for more than 2 weeks for sputum 
examination. Though the knowledge is there, 
the doctors are not convinced about the 
symptom questioning and sputum microscopy 
since the medical colleges where they learnt 
medicine has taught them differently. In the 
medical college the emphasis is laid on clinical 
examination in the diagnosis of diseases. 
Though we have nothing to complain against 
clinical examination, today we know that. in 
tuberculosis too much of reliance on Clinical 
examination will not help in improving 
case-finding.”’ 


“With the active case-finding it is possible to 
reach 43% of the cases who are aware of the 
symptoms, but not taking any action. Though 
this idea of active case-finding is very laudable 
it is not practicable in the field. In one of our 
studies on the work profile of male MPWs it 
was found that most of the time of the MPWs 
was spent on vertical programmes and the last 
few days of a month were left to complete the 
targets given under different health 
programmes. Hence, the expectations from the 
MPWs participation is to that extent limited. 


Training of the health workers can be 
satisfactorily done at the PHC level itself but the 
administrative support for their efficient working 
in the form of providing sputum cups, MICrO 


slides, match boxes, spirit, etc. are not dealt 
with or taken care of properly. Thus, to meet 
the targets, these workers are put into great 
misery and they even collect the sputum on 
waste paper, leaves, etc. In the absence of 
spirit we have come across situations where 
they use burning cinders to fix the smear. On 
many occasions no soap is provided for them 
to wash the hands. Hence, this group has to 
discuss the question of feasibility of fixing 
targets and to mobilise case-finding in the 
hope of improving case-finding. The DTP 
reports received at our Institute has shown that 
during 1978, 14 lakh sputum examinations were 
done which rose to 33 lakhs in 1984 because 
of the targets set. But, the diagnosis of cases 
has steadily declined from 10% in 1981 to 6% 
in 1984. Though this gives a complacency that 
sputum examination has gone up when there 
was nothing happening, but at the same time it 
gives us disappointment also with regard to 
number of cases diagnosed. Now, the question 
arises, are we to concentrate on quality ‘or 
quantity? 


The other effort to reach the target is holding 
of camps by DIO with the help of other 
voluntary agencies. We have to take a deep 
look into this aspect of organising mass drives. 
The DTO has to spend his time and meagre 
resources on these massive affairs which do 
not yield the expected results and at the cost 
of foregoing his normal duties of supervision, 
supplies, training, etc. | request this august 
group to discuss the utility of this sporadic, 
episodic efforts in improving case-finding and 
race towards numbers. 


Another aspect of case-finding is the 
fluoroscopy or X-ray available at some 
hospitals. In the absence of adequate supply 
of X-ray films it is known that the doctors and 
the X-ray technicians are undertaking fluoroscopy 
thereby exposing themselves to the hazards of 
radiation. In many places they are not even 
provided with radiation protection badges. We 
have to discuss about the feasibility of this 


effort and technical efficiency of fluoroscopy in 
case-finding. 


The Most Important individual who helps in 
diagnosing pulmonary tuberculosis is the 
Microscopist at the PHCs/taluk hospitals who 
has to examine all the soutum smears prepared 
at the health centres as well as by the MPWs in 
the field. The work load on this individual is 
too much for him to do a technically good job 
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and help in improving case-finding. The 
tendency of this Microscopist would be not to 
examine the smears but still declare the smears 
as negative. This may have an adverse 
osychological effect on the entire programme 
by creating disappointment among the doctors 
and the workers because they are not finding 
positive cases.” 


The Chairman thanked Dr Chandrasekhar and 
requested Miss Seetha to make her presentation. 


Miss Seetha while thanking the Chairman, 
Co-chairman and the distinguished delegates 
said: 


“Treatment of tuberculosis is not as simple as 
just writing a prescription or selecting 4 drug 
regimen for a patient. The concept has today 
changed to case-holding which means that the 
efforts to make the patient complete the 
treatment should be on the doctors and other 
members of the health institution, but what Is 
happening today in the programme is that 
once a patient is diagnosed and initiated on 
treatment the doctor feels he can safely hand 
over the patient to the Pharmacist or 
Microscopist for completing the treatment. The 
doctor-patient relationship which is 4 crucial 
one for the patient to complete the treatment, 
thus, becomes difficult.” 


“The patient compliance is the resultant 
behaviour of the interaction between the 
patient and health institution. The patients 
interaction depends upon his relationship with 
the family and the community and the health 
institution. Interaction with the health institution 
depends on the knowledge, attitude and skill 
of the staff of the health institution itself. When 
these two strong forces interact the results may 
not be what we expect unless a good training 
and health education programme has been 
planned”. 


“This group has now. to define 
non-compliance or drug default. While many 
definitions are available the definition of default 
as provided by Dr D. Banerji is given here for 
discussion. It is as follows: “A defaulter is one 
whose actions even after being provided . 
optimal services go against his own welfare or 
against the welfare of the community or both”. 
This definition places the entire responsibility 
of case-holding on the health infrastructure 
Which has to provide the optimal services. Lot 
of studies have been undertaken to understand 
the behaviour of the medical and para-medica! 


staff of the health institution. Some of the 
studies conducted at the NTI have shown that 
the knowledge and attitude of the Medical 
Officers at the PHis was far below the 
expectations. ” 


“The other aspect of the “optimal service” is 
the constant supply of drugs to the patient. 
Due to the existing administrative procedures it 
is noticed that even though the drugs are 
available at various levels many a time the 
patients go without drugs. As an example, it 
may be mentioned that in one of the centres 
where the drug distributor had to collect the 
anti-TB drugs once a week from the main stores 
had to wait for 3 days to get the supply of 
drugs from the stores to issue to the patient. 
Due to certain administrative procedures the 
drugs were not collected on the fixed date as 
a result of which the patient had to go home 
without drugs. Not knowing this fact when the 
treatment cards are observed the patients are 
found to default, thereby laying the blame on 
the patients which is absolutely not correct.” 


“There are other technical aspects also which 
create drug default. The most common one is 
the error in diagnosis. If the diagnosis is precise 
the anti-TB drugs can help the tuberculosis 
patients to improve. In one of the studies of 
NTI it was found that of the patients started on 
treatment on the basis of chest X-ray, 26% 
were found to be non-tuberculosis. This over 
diagnosing and starting the treatment creates 
the problem of drug default.” 


“The second factor is the selection of proper 
drug regimen. Even though there are quite a 
few regimens available under the programme 
the doctors start believing that Streptomycin 
must be part of the drug regimen and 
prescribe injections without understanding the 
patients’ convenience to attend. A_ study 
conducted at NTI to compare the acceptability 
of biweekly supervised regimen containing 
Streptomycin and INH as against unsupervised 
regimen of INH and Thioacetazone showed 
that 25% of the patients offered biweekly 
Streptomycin and INH refused the regimen at 
the time of initiation, whereas about 1% only 


refused INH and Thioacetazone regimen: while 
the former regimen is technically superior it 
became not so good in terms of acceptability 
by the patients. The main reasons for non- 
acceptance were the working hours of the 
health institutions and the distance. The 
selection of wrong regimen which is not 
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acceptable to the patient itself would lead to 
non-compliance.” 


“None of the anti-TB drugs is known to be 
without side effects. Even drugs under SCC are 
known to create side effects and if the Medical 
Officer is not careful to observe or have the 
patience to understand the problems of 
patients during chemotherapy the patients 
would stop the treatment without coming to 
the doctor. Thus, default is created.” 


“In addition to the technical and 
administrative problems the 
psycho-sociological factors play an important 
role in patient behaviour. Motivation of 
tuberculosis patients at the time of initiation of 
treatment by the Medical Officer and the drug 
distributor has been suggested in the 
programme to minimise the default but the 
default is known to occur within one month 
from the date of the start of the treatment. It is 
surprising to see that patients who come with a 
suffering and who are diagnosed and offered 
treatment stoop coming for the next month's 
drug. The Institute has carried out a study to 
understand the role of initial motivaticn in 
preventing drug default. Another study to 
involve family members in the treatment of the 
patient was also carried out which showed that 
motivating the patient at the clinic is not 
adequate unless the family members are also 
educated and made responsible to help the 
patient to complete the treatment. Another 
crucial issue to be discussed is the involvement 
of MPWs to distritoute the drugs to the patients 
at their doors so that default can be minimised. 
But, this needs a great thinking and insight into 
the entire working of the MPWs system itself. 
One of our. studies as quoted by Dr 
Chandrasekhar has shown that during the 
visiting hours of the MPWs 25% of the houses 
were locked and in another 5% of the houses 
no adult member was available to issue drugs. 
Thus, the MPWs ability to meet the patient Is 
limited. Another important factor to be studied 
in this regard is the need of the patient. Does 
the patient expect the drugs to be delivered at 
home? Because, for many of his problems 
including health he himself has to take the 
trouble of going and meeting the doctor or the 
concerned official and for a serious disease like 
tuberculosis when the drugs are offered at 
home how far the patients can develop faith in 


accepting this?” 


While summerising she said that patient 
compliance which is part of the case-holding 


aspect has to be studied as 4 
multi-dimensional problem which | involves 
organizational, operational, technical and 


socio-psychological aspects and decision has 
to be taken in this forum with regard to certain 
definitions and approaches. 


The Chairman while thanking Miss Seetha, 
brought to the notice of the group some of the 
historical developments in the field of health 
which led to the concept of primary health 
care. Streptomycin was discovered in 1944. 
The United Nations came into existence in 
1944-45. The World Health Organization 
(WHO) as part of United Nations came into 
existence in 1946 after the publication of the 
interim reports. The first World Health Assembly 
was constituted by the WHO in 1947. With 
regard to tuberculosis control in India BCG was 
thought to be the main control measure 
followed by chemotherapy trials which came 
subsequently. After the starting of NTI in 1960, 


there have been quite a lot of new thinking, 


and experiences in the field of health and in 
tuberculosis. The Alma Ata Declaration of 1978 
has given the hope of providing Health for All 
through Primary Health Care which means the 
Primary Health Care does not stop at the PHC 
but penetrates right into the villages through 
the village health guides, voluntary health 
workers, MPWs and others. The primary health 
care has got 8 fundamental elements one of 
which is supply of essential drugs. Health 
Education along with other services like 
maternity and child health, sanitation is given a 
prominent place. The Eighth WHO Committee 
Which endorsed the approach for Tuberculosis 
Control as evolved in India, and the Ninth 
Expert Committee Report of 1974 which 
confirmed the report of 1964 suggested 
streamlining the programme giving great 
support to the tuberculosis programme. In 
1982 there was a joint study of International 
Union Against Tuberculosis (IUAT) and WHO 
which has emphasised the methodology to 
achieve the tuberculosis control through Health 
for All symbol and through primary health care. 
With these large responsibilities on us now we 
have to consider whether the present planning, 
organization, implementation, evaluation and 
research are all going on satisfactorily in the 
country and also to prepare strategy to reach 
the goal by 2000 AD. The present efforts 
should at least help us to get 50% marks by 
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the turn of the century, but before that we 
should be able to gear up Our movement to 
that pitch so that not only the Tuberculosis 
experts but also the teachers, the students who 
are going to be the physicians of the 21st 
century and the existing and future genera! 
practitioners will get sufficient orientation with 
regard to the best use of the drugs and also 
the total programme at our disposal. These are 
very large issues. However, aS Sr Winston 
Churchill has said - If you got to celebrate any 
anniversary, we have to look back the same 
period we have passed and forge ahead to 
olan for next 25 years. Therefore, keeping in 
view the greater targets and also the two 
presentations before us it may be possible for 
us to suggest and give a lead to the Institute as 
well as to the whole world. The Director 
General, WHO is coming with high hopes that 
India can probably lead the 77 non-aligned 
nations in the health field, where of course the 
health infrastructure is weak and production of 
drugs is also weak. The challenge lies in making 
the best use of the available existing health 
infrastructure to reach the goal. The two 
presentations have at least highlighted the role 
of education to the teachers, students, workers 
and the patients. With this he opened the 
subject for discussion. 


Dr Baily, Director highlighted the following 
important points arising out of the two 
presentations. 


1. Under selection of chest symptomatics by 
the Medical Officers of the PHls. 


Though there is strong evidence that they can 
diagnose far more cases if the selection is 
proper in quality and quantity, the performance 
today is quite poor. 

2. How much work should be entrusted to the 
MPWs in solving the problems of case-finding 
and case-holding. 


3. With the increase in the quantitative 
examination of the sputum there has been a 
considerable reduction in the percentage of 
sputum positive cases diagnosed. 


Keeping all this in mind is it necessary today 
to concentrate on quality or Quantity or both, 
or is there any priority? Another important 
development which is quite disturbing is the 
supply of X-ray machines to PHCs. It is known 
that there is no adequate supply of X-ray films 
even to bigger hospitals. As a result of this the 
doctors will resort to screening of patients 


which will increase the percentage of wrong 
diagnosis because of inadequate experience 
and also at the cost of damaging their health. 


The following points were discussed at 
length by the experts: 


1. There is an apparent boost in the 
Tuberculosis Control Programme performance in 
the last 3 to 4 years. However, there should be 
co-ordination among the Government 
institutions, the private sector and the voluntary 
sector. 


2. While the medical education in India is not 
giving any priority in its teaching to National 
Health Programmes like Malaria, Tuberculosis or 
Leprosy, do the programme officials in 
Tuberculosis Control and others expect too 
much from the Medical Officers of the PHIs? 


3. Are the laboratory services as provided in 
the PHCs adequate to take up the load of work 
including tuberculosis? In States like Madhya 
Pradesh more than 50% of the PHCs have been 
provided with a second laboratory technician, 
but in other States the laboratory technicians 
are over burdened with all the activities. 


4 Is it adequate to have one DIC in such 
districts where the population is more like 30 
lakns or so or in those districts where majority 
of the population is tribal? 


5. Has the DTP thought of any services in cities 
where the slums are provided with meagre 
facilities? While under DTP rural parts are served 
better, urban areas particularly the slums are left 
without proper organized services. 


6. Has the tuberculosis programme thought of 
special groups like coal mine workers or beedi 
workers and others among whom tuberculosis 
is supposed to be more? 


7. The assumption that patients can reach PHC 
to collect drugs may not be true in all areas. 
Hence, is it possible to utilise the MPWs or the 
sub-centres to disburse the drugs? In_ this 
regard, is it possible to take the services of 
Sarpanch of villages to act as drug depots? 


8. The education on tuberculosis should start 
from school days so that children also should 
be taught on tuberculosis. 


9. Though there is an expansion in the 
organization of health services because of the 
commitment to provide primary health care to 
all by 2000 AD. the qualitative work Is 
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suffering due to the shortage of staff, building 


and supplies and aso inadequate training of 
the staff. 


10. In many States the DTOs are given other 
responsibilities in addition to the DTP. Hence 
they have less time to devote to the 
development of the programme in their own 
istrict. 


11. The studies like involvement of families had 
to be further extended since the 
communication studies among family members 
having leprosy has given different experiences. 


12. The under selection of chest symptomatics 
in the out-patient department has to be given a 
serious thought. One of the important factors 
could be the working conditions provided to 
the Medical Officers. Over crowding, 
inadequate staff and inadequate facilities 
would also promote under selection. 


13. Since organizational failures are more in the 
success of the DTP than the technical, NTI has 
to lay down procedures and streamline the 
methodology for improving these factors. 


14. Continuing education of the medical 
profession is of crucial importance in the 
success of the programme. Hence, the 
non-governmental voluntary organizations like 
Indian Medical Association (IMA), Tuberculosis 
Association and others should be involved in 
this activity. 


15. The training curriculum with regard to 
tuberculosis programme in the medical 
colleges has to be reviewed and reformulated 
to meet the needs of the under graduate 
medical students, majority of whom ultimately 
end up in private practice. 


16. Tuberculosis programme cannot be 
evaluated in isolation unless the functioning of 
General Health Services as a whole i's 
evaluated. Hence, if any expectations are not 
fulfilled under DTP the programme workers 
alone need not be blamed. 


17. Improving the case-finding needs the filling 
up of vacant post of Laboratory Technicians In 
PHCs. Even though Government of India with 
the assistance of WHO has supplied 1,500 
microscopes to PHCs, the non-availability of 
Laboratory Technicians has hindered the 
case-finding activity. Thus, supply of equipment 
alone does not helo unless the staff Is 
provided to utilise the equipment. This points 


out to the effect of strengthening the health 
services through the DTP. 


18. Government of India has not laid any target 
for conduction of sputum examination by 
MPWs. The target is given to the PHCs to do 
two sputum examinations per day immaterial of 
whether it is being collected at the health 
centre or in the field by the MPWs. This point 
as stressed by the Adviser in Tuberculosis, 
Gomt. of India has to be discussed further. 


19. The fundamental approach of primary 
health care is peoples’ participation. More 
studies have to be undertaken to understand 
this aspect. If the peoples’ participation is 
improved in the primary health care 
programme, the performance under NIP is 
bound to improve. In this connection the 
experiences of other countries like Philippines 
may provide direction for our research. 


Summing up, the Chairman mentioned that 
the health system has come to stay and in the 
health system the specialised programmes 
become part and parcel and hence these 
specialised programmes have to be integrated 


with the total health programme in the 
foreseeing future. In addition to this the 
support system viz. the man power 


development, health education and production 
of drugs become fundamental. The country has 
to develop the necessary gearing up 
techniques in developing the support system. 
To provide direction in this effort, the NTI 
should be the leader and should guide the 
Directorate of Health Services of various States 
and utilise every available opportunity to 
impress the Ministry of Health, Government of 
India and other Ministries to help in improving 
the programme. He also mentioned that the 
Production of drugs is a very weak point in the 
whole system. Unless production of essential 
drugs is nationalised it becomes impossible to 
meet the requirements of the people. If 
Oroduction of essential drugs at the National 
level is not possible it should be imported. In 
the field of research which is one of the most 
important requirements/needs, NTI has to take 
up a number of projects. Funds are available 
from ICMR. Health services research must be in 
the field of various job analysis, deficiencies, 
patients requirements, doctors’ requirements 
and other fields. The patient behaviour is the 
most important aspect of the programme 
which has to be studied. He said that we are 
on the right track and we must have hope, 
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courage and fortitude to face the future and 
there is nothing to be ashamed of about our 
failures. Only if we know our weaknesses it will 
help us to become stronger in the future. 


Dr Nagpaul Co-chairman, summing up, 
highlighted the points raised by Dr 
Chandrasekhar with regard to under selection 
of chest symptomatics in the improvement of 
case-finding. There is a need to study this to 
find out if it is because of inaccessibility of the 
PHI or some decision making process or other 
seen or unseen factors in the present day set 
up. The utilisation of MPWs in case-finding and 
case-holding has to be studied more carefully. 
Commenting on the observation that we are 
proficient in planning and = deficient in 
implementation he mentioned that without 
planning it is not possible to implement 
anything, but having planned, unless we are 
also. good at managerial skill, we will not 
succeed in what we are trying to do. There are 
good points as well as bad points in fixing 
targets. We may discuss, but we may leave the 
matter open for the time being. He mentioned 
that role of camps in improving case-finding 
was not discussed as desired. The way the 
camps are being organised so far leaves much 
to be desired. The camps should not be left 
aside without proper thinking. We may 
reorganize them and give an orientation to 
them after NTI studies them carefully. With 
regard to case-holding the problems are 
comparatively less and the same old ones 
continue. There is a need for behavioural 
science studies to understand this better. The 
national policy on drugs should keep in mind 
many of these aspects including acceptability, 
practicability and convenience. NTI has to take 
up man power studies. The discussion on 
Quality and quantity has been going on for the 
last 25 years and will be discussed for another 
25 years. Keeping in mind the development of 
the country with minimum resources and 
poverty in managerial sciences we have to put 
Quantity first with quality trailing behind till a 
Stage is reached, when quality can come up 
and at that stage we will be able to get the 
maximum benefits out of the technology that 
we have applied. 


While discussing on many points mentioned 
by the group he said that we should be more 
carcful to say whether NTP or NTI has failed 
because it may be that our expectations from 
NTP were unrealistic. This shows that the 


community study has not been strengthened. 
We have to study the General Health Services 
thoroughly to have more models. The General 
Health Services are improving day by day. They 
are reaching more and more people and now 
the duty and the moral responsibility of each 
health programme is to help the General Health 
Services to become stronger. 


The Chairman thanked all the participants and 
staff of NTI and wished them all success in 
their great voyage. 


SUMMARY 


The Group noting that case-finding efficiency 
under NTP had been comparatively on the low 
side, reviewed various aspects of the 
case-finding situation. The — case-finding 
technology was regarded as_ relevant, 
acceptable and sustainable through local 
resources and skills. But, the considerable 
under-utilisation of the case-finding facilities in 
PHIs, under selection of symptomatics by PHI 
Medical Officers and improper selection by 
MPWs as well as some under reading of smears 
by PHI Microscopists, in the opinion of the 
Group, needed urgent attention. 


Basic changes in medical college teaching, 
stressing the public health approaches, 
underlying health programmes and 
re-education/motivation of personnel presently 
working in PHIs was stressed by the Group. 
Those Medical Officers who are in the private 
sector/voluntary associations should be reached 
through the continuing medical education 
programmes now in hand. 


The Group recommended that NTI should 
undertake man power studies to clearly define 
the role of MPWs, determine how much work 
could be allotted to each so that no health 
programme suffers and devolve the related 
duties and responsibilities for them, keeping in 
view the needs of the priority programmes. 


A survey of PHI laboratory services should be 
undertaken so that those places could be 
identified where additional laboratory staff is 
needed for proper handling of the work load. 
A tighter supervision over the laboratory 
services, then, should resolve the problem of 
under-diagnosis to a large extent. 


The role of special camps/drives held 
sporadically in augmenting case-finding was 
considered of marginal value only. Where 
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camps are organised more frequently in each 
DTP by the DTO, this could be at the cost of 
routine supervision which already leaves much 
to be desired. Various aspects of this practice, 
which is gaining some popularity, should be 
evaluated by NTI soon enough. 


The Group was of the view that fixing of tar- 
gets for sputum examinations had its positive as 
well as negative aspects. Thus, the argument 
whether quality is to be sacrificed at the alter 
of quantity did not consider our limited 
resources and enormous’ problem of 
tuberculosis which compels that more and 
more cases must be found, and the necessary 
logistics provided for it, ensuring at the same 
time as much quality as is possible. The distinct 
improvement in case-finding, especially at the 
PHI level, that has taken place since the start of 
target setting was noted by the Group with 
satisfaction. The observed steady decline in 
sputum positivity rate among the sputa 
examined at PHIis, however, was a matter of 
some concern since the rate is a good index of 
the quality of sputum examination. The Group 
felt that NTI at this stage should study sputum 
positivity rates that could be expected in 
different symptomatic selection situations, such 
as among symptomatics encountered by MPWs 
in their door-to-door work. 


For under-utilisation of the case-finding 
facilities, the Group emphasised — health 
education and community participation. The 
latter was specially relevant because NIP is 
integrated with General Health Services which 
is Now geared to primary health care in which 
peoples’ participation is an important element. 
NTI should suggest ways and means by which 
village health guides and community leaders 
could be instrumental in bringing symptomatics 
in large numbers to the PHIs. 


In respect of case-holding, the various 
problems met with were related by the Group 
to the entire operational aspects starting from 
initiation of chemotherapy through proper 
compliance in drug collection, consumption, 
regularity, dosage, etc to completion upto the 
prescribed period of treatment. It was 
therefore, not merely a case of selecting suitable 
drug regimens and making the drugs available 
for use. It was noted that despite efforts made 
so far, treatment delivery under NTP had 
remained weak and many of the other problems 
had not gone away. 


In so far as patients were concerned, though 
there was need to study through socio- 
psychological and behavioural research, how 
decisions regarding treatment are arrived at and 
the influence on patients’ behaviour due to 
attitudes of health centre staff, yet these studies 
may not lead to early fruitful results due to the 
complexity and interaction of many factors. 


Insufficient knowledge regarding 
case-holding, improper attitudes and indifferent 
skills of health centre staff, despite the training, 
however, was something that should be, in the 
opinion of the Group, addressed first. The role 
of medical colleges and conduct of re-training/ 
refresher training was, therefore, stressed once 
again. 


The considerably improved drug budgets 
and consequent effect on drug procurement 
was noted with satisfaction. In order to reduce 
chances of unexpected non-availability of 
certain drug(s) or jacking-up of prices placing 
them out of reach of many patients, the Group 
stressed the importance of self-sufficiency 
through national manufacture of anti-TB drugs. 
The drug regimens at present included in the 
National Chemotherapy Policy were good and 
should be adhered to. The experimental use of 
a few short-course regimens in a few districts 
should be carefully evaluated in the light of 
Case-holding success, acceptability and 
resource availability before selecting one or 
two regimens for inclusion in the national 
policy. 
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Attempts, meanwhile, should be focused 
on the treatment delivery organization, 
wherever it is weak. In this connection, working 
hours of health institutions and drug regimens 
that are more convenient/acceptable to the 
people in preference to the convenience/ 
inclination of health centre staff should be 
explored. Besides, infrastructural changes that 
could enable PHIs to cope with case-holding 
problems better should be recommended by 
NTI. 


The Group once again underlined the fact of 
NTP being a part of the emerging primary 
health care system and community participation 
in case-holding becoming imperative. NTI, 
therefore, should study the expectations of the 
community in regard to acceptable drug 
regimens, how drugs should be distributed/ 
delivered and how they, especially village 
sarpanchs/panchayat chairmen, could help 
improve case-holding. 

The Group felt that special efforts were still 
needed to- reinforce the educational 
component of patients, community § and 
especially the health centre staff. More use of 
electronic audio-visual media and systematic 
integrated health education, therefore, assumes 
great importance to bring the case-finding/ 
case-holding performance nearer to the NTI 
expectations. This does not, however, mean 
that expectations themselves should not be 
brought in line with the current status and 
strengths of the General Health Services and 
the knowledge, attitudes and health practices 
of the people. 


SESSION No. 3 
STATUS OF NTP TODAY 


CHAIRMAN 


: Shri S.V. Subramaniyan 


CO-CHAIRMAN : Dr S.P. Gupta 


PRESENTATION : Dr G.V.J. Baily 


Dr GVJ. Baily, introduced to _ the 
distinguished gathering Shri S.V. Subramaniyan, 
Joint Secretary to the Government of India, 
Ministry of Health, as Chairman of the session. 
He mentioned that Shri Subramaniyan is 
responsible for the NTP at the ministry's level 
and it is very fortunate that he could chair such 
an important session. 


Shri Subramaniyan said that it is indeed a 
great pleasure and privilege for him to be in 
the midst of this august gathering of seasoned 
experts in the field of tuberculosis. “It would 
be presumptuous on my part” he said, ‘to 
venture to say something, and it will be more 
beneficial for me to listen to the views, 
suggestions and comments of the experts”. 
With these remarks, he requested Dr Baily to 
open the session. 


Dr Baily starting the session said, “what Is 
being presented today in this session is the 
Status of the NTP as found from the reports that 
have been received at the Institute from all the 
districts having the DTP. Of the 420 districts in 
the country, in about 364 districts the DTP has 
been implemented. As of today, most of these 
DTPs have got their DTCs with defined staff and 
have got necessary equipments especially the 
X-ray units and the vehicles. In DTP, there is a 
uniform reporting system from district to the 
centre which may not be in many other 
programmes. These reports are directly 
received at the Centre from the districts 
without necessarily coming through the State 
authorities. However, the DTC sends copy of 
the report to the State headquarters also. In this 
procedure very little time is lost in 
consolidating the report and also in advising 
the districts on the performance. In the 
beginning, a small fraction of reports were 
being received at NTI, but now a very large 
proportion of the reports are being received. 
Hence, we are able to make satisfactory 
findings from these reports. In this session, the 
performance under case-finding activity during 
the last 3-4 years is presented to compare and 
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Shri C.V. Shyamasundara 


to understand whether the _ tuberculosis 
programme is improving or not’. With these 
remarks, Dr Baily requested Shri Shyamasundara, 
the Statistician, to present the factual 
information on the status of NTP today. 

Shri Shyamasundara mentioned that in the 
DTP, there is a two tier reporting system, one 
from the PHIs to the DTC and the other from 
the DTC to the suprastructure level including 
NTI. DTC reports the performance of the PHI as 
well as the DTC. The report covers both 
case-finding and treatment activities and NTI 


receives quarterly and annual reports. On 
receipt of these reports, each report is 
strutinised for incorrectness and 


incompleteness and the correct reports are 
analysed on the basis of some forecasts. The 
results of the analysis are communicated to the 
States for taking corrective actions, wherever 
necessary. As a result of this close watch, the 
performance of the DTPs in the country has 
considerably improved over the years 
particularly from 1981 onwards. 


He said that in the 364 DTPs 13,000 PHls 
situated mainly in the rural areas have been 
implemented to function either as X-ray 
Centres, Microscopy Centres or Referral Centres. 
On an average, there are about 35 PHIs per DTP 
in the whole country. In an average Indian 
district with 1.5 million population, about 50 
PHIs are expected to be implemented. Thus, 
the implementation is around 70% of the 
expectation. 

While there are considerable differences 
between the States with regard to the 
correctness of the report and timely despatch, 
it has been observed that about 15% of DTCs 
and 30% of the PHIs do not report on time to 
NTI and DIC respectively. It is known from the 
reports that only about 50% of the 
implemented PHIs are being supervised by the 
DTO and his team. The percentage of correct 
reports received at NTI Is gradually increasing 
from 78% in 1981 to 95% in 1984, and the 
reporting by PHIs to the DIC Is also around 
70% throughout the period. 


The number of soutum examinations carried 
out in the country has increased steadily from 
14 lakhs in 1978 to 33 lakhs in 1984. Similarly, 
the number of sputum positive cases of 
tuberculosis diagnosed has increased from 1.9 
lakhs in 1978 to 2.6 lakhs in 1984. While 
averaging the total output of sputum 
examinations carried out per DTP, it was found 
that the performance has declined from 1978 
to 1981. The number of sputum examinations 
carried out per DTP was 4,700 in 1978 which 
came down to 4,500 in 1981. Correspondingly, 
the average number of sputum positive 
tuberculosis patients diagnosed per DIP 
dropped from 600 in 1978 to 540 in 1981. 
With the inclusion of tuberculosis in the 20 
point programme during 1982-83, several 
measures were taken at the State level and also 
at the Central level which resulted in 
considerable improvement in the performance 
of DTP. The average number of sputum 
examinations carried out per DIP increased 
from 4,500 in 1981 to about 9,100 in 1984, 


Which is an increase of more than 100%. 
Similarly, the average number of sputum 
positive tuberculosis patients diagnosed 


increased from 540 in 1981 to about 735 in 
1984, an increase of more than 33%. It can be 
seen that the performance of the DTC itself 
with regard to case-finding has remained more 
or less at the level of about 2900 to 3,000 
patients per year throughout the. period of 
analysis. Similarly, the diagnosis of sputum 
positive tuberculosis patients at the DTC also 
remained at the same level of 380 to 400 per 
year per DIP. This shows that while the 
performance of DTC with regard to case-finding 
was more or less at the same level, the 
performance of the PHIs_ has considerably 
improved which is a healthy trend. However, 
the proportion of sputum positive tuberculosis 
Cases diagnosed among the new sputa 
examined is showing a declining trend from 
12% in 1981 to 6% in 1984. The decline is 
seen only in the performance of the PHI and 
not in the DTC where it has more or less stayed 
at 13%. This may be due to the fault in the 
standards of selection of symptomatics, soutum 
collection, smear Dreparation, etc., at the PHIs 
and also due to the involvement of MPWs in 
sputum collection in the field. 


Dr Baily highlighted some of the points from 
the Tables. He mentioned that though the 
number of sputa examined are almost double 
from 4,434 in 1978 to 9.140 in 1984, there has 
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been a marginal increase in the number of 
cases diagnosed i.e., from 536 in 1981 to 735 
in 1984. While in 1981, all the sputa examined 
were from the out-patients attending the health 
institutions, with the introduction of active 
case-finding through MPWs in 1984 onwards, 
most of the sputa collected are from these 
workers in the field. The reasons for the 
decrease in the proportion of cases diagnosed 
could be the inadequate training, and 
inadequate administrative support for their 
work by way of not supplying sputum cups, 
etc. The other point he highlighted was the 
participation of PHis. Of every hundred spute 
examined in the DTP, only 35 were done in the 
PHIs till 1982, but by 1984 for every 100 sputa 
examined in the district nearly 70 were 
examined in the PHI and only 30 in the DTC. In 
case-finding also, the PHIs which were 
contributing 30% of the total cases diagnosed 
went up to 45%. While appreciating that the 
potential of case-finding has gone up from 
25% to 35% in the last few years with a hope 
that it may go further up in future years, efforts 
have to be put in to improve the contribution 
of the MPWs in this regard. 


Dr S.P. Gupta, Co-chairman, mentioned that 
only 735 patients out of the expected 1,800 
are being diagnosed in the programme. The 
possibility is that the remaining would be going 
tothe private practitioners, medical college 
hospitals, general hospitals, which is not being 
reported today. 


Shri Subramaniyan, Chairman, brought to the 
notice of the group that there is a reduction in 
the number of sputum positive cases even 
though there is an increase in the number of 
sputa examined. When he tried to make a 
co-efficient correlation against total sputa 
examined and sputum cases diagnosed, he 
found 98 correlation, which means there is a 
linear relationship between the number of 
sputa examined and the sputum positive cases. 
If a constant is worked out for a number of 
years, it will be easier to project because of 
the existence of linear relationship. While 
projecting figures for 30 to 40° lakhs 
population, he came out to say that even 
Statistical analysis, regression equation shows 
that if the present state of affairs continue, there 
will be only lesser and lesser number of 
sputum positive cases diagnosed. The reasons 
for the same have to be examined to take 
corrective steps. This is @ crucial point to be 
discussed by the experts here and to help 


those who are in-charge of the implementation 
of the programme. He requested Dr K.N. Rao, 
to give his views. 


Dr K.N. Rao, thanking the Chairman, said, “we 
have to maintain the tempo of the 
improvement in the programme which is going 
up in the last few years and at the same time in 
this process, we have to mobilise the voluntary 
organisations, the private sector of medical 
professionals and involve the community. For 
this, firstly, there should be a strong technical 
support at the Central level for the NTP. The 
present position is not very adequate. The 
Adviser in Tuberculosis should be in the rank 
of Deputy Director General so that he should 
be able to go to the States with certain amount 
of authority for gearing up the programme and 
mobilising the medical profession and also we 
should insist that every State Government 
should have a_ Tuberculosis Adviser with 
appropriate authority so that he will advise and 
also supervise the districts that have 
implemented the tuberculosis programme. 
Secondly, in the process of integration of NTP, 
it is seen that certain States are having the 
programme while some are indifferent, and 
every time the States are requesting for vertical 
programmes to be reintroduced. To prevent 
this, it is necessary to have senior officers at the 
Central and State levels to step up the 
programme. The third thing is to avoid the split 
responsibility, oy including the private 
practitioners - whether they are practising 
modern system of medicine or any other 
system - with this process, more and more 
patients will be examined and cases will be 
diagnosed. The fourth thing is the question of 
adequate peripheral health service relating to 
the population. If the doctors of modern 
medicine are not available to be appointed in 
these PHIs, other doctors trained in Ayurvedic 
or Unani or Homeopathy may be trained to do 
the tuberculosis work. MPWs can also be 
involved if they are able to deliver the goods. 
The co-operation of all the systems of 
medicine in the anti-TB work is very important. 
With regard to the supply of drugs, he said that 
there should be constant supply of drugs so 
that rich and poor can be benefited. The time 
has come now that the essential anti-TB drugs 
must be produced by nationalised industrial 
centres and if this is not done, the disease like 
tuberculosis and leprosy will greatly suffer. The 
question of training; re-training and continuing 
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education of the staff is very important. This is 
an immediate priority Which should be dealt 
with not only by NTI but also Tuberculosis 
Research Centre (TRC), Madras, and even by 
some State head-quarters, if necessary. It is sad 
to know that the management leadership is 
weak. It is known that most of the Government 
officers whether medical or non-medical are 
not exposed to management sciences. 
Management has become an entity. Therefore, 
this responsibility may be given to the 
management institutes available in the country 
so that they can expose the leaders of each 
State as well as the Centre to the new 
technology. The transfer of staff should not be 
encouraged. This transfer has been a chronic 
trouble in the States which hampers the 
programme performance. This subject should 
be discussed at the development council as 
well as the Central Health Council for stopping 
the transfers. He said that there should be a 
process of evaluation for every work that Is 
carried out. NTI as well as TRC should have a 
continuous evaluation process. Since the time 
under the century is very short, no programme 
should be without an evaluation process. The 
question of involvement of the people is a 
thing which has been repeatedly emphasised 
by Expert Committee including Joint Session of 
[UAT and WHO and the Central Health Council. 
If the community can be involved, the battle 
could be won upto 90% level. The 
tuberculosis programme is the fore runner of 
the health service research and globally it is 
stressed today that health services research Is a 
very important thing which should be taken up 
immediately. Every State must have a health 
service research unit at the State level and also 
at every district level. He further said _ that 
another important field to be studied Is the 
behavioural aspect of the patients and why 
people are not utilising the governmental health 
services that are already made available to 
them. We must get the peoples’ opinion which 
will help us in correcting our deficiencies. For 
improving case-finding as well as case-holding, 
we have to organise a survey to find out the 
present position of the entire laboratory 
services in the country at the State level, district 
level and peripheral level. Information from all 
the 4920 districts with regard to the availability 
of laboratory service, including Microscop'st, 
stains, etc., should be obtained. The Chief 
Minister or Health Minister of each State should 
be made responsible to provide necessary 
input into the laboratory so that they work 


efficiently to reach the goal by 2,000 A.D. It Is 
very necessary that the BCG programme should 
be augmented to get the coverage of 80% to 
90% so that we can control the disease. He 
said that the last but not the least, is the 
question of socio-economic development. The 
studies conducted some time ago have given 
information about the expenditure incurred by 
individuals and families with regard to health. 
These people are not getting the return for the 
money they spend. If the same money spent 
by them is used for a health insurance cover or 
any other method or health co-operatives, it 
will oe possible to divert the peoples’ 
expenditure in a correct channel so that the 
maximum benefit could be obtained for the 
investments. Many countries are looking to India 
and India is going to set an example to all the 
non-aligned countries and also to Latin 
America, Africa and East Asian countries”. 


After Dr Rao’s presentation, the Chairman 
requested Dr Pattanayak, WHO Adviser to give 
his VIEWS. 


Dr  Pattanayak, thanking the Chairman, 
mentioned that he would discuss the .matter 
with the background of his recent visit to Burma, 
Thailand and Sri Lanka, his discussion with the 
Director In-charge of Tuberculosis Programme in 
Sri Lanka, the evaluation report of the 
Tuberculosis Programme of Sri Lanka and also 
Dr Islam's remarks about the situation in 
Bangladesh and all these lead to one 
conclusion i.e., there are many problems which 
are common to most of the countries. There has 
not been substantial reduction of tuberculosis 
in most of the countries in spite of having 
national programmes, except in Burma where 
there has been marginal decline of 
tuberculosis, which may not be significant. 
After hearing about the situation in India, we 
need not be disappointed, but we should feel 
encouraged that India is moving very steadily in 
her efforts, though there are many shortcomings 
which are bound to come in such a big 
programme. The very fact that of the 429 or 
420 districts, NTI is getting reports regularly 
from 365 districts itself is a great achievement, 
considering the vastness of the country and the 
multiplicity of authority. Sitting in Bangalore if 
the Director of NTI could see what is 
happening in which district, is a big 
achievement. The two conditions which appear 
to be very important are the diagnosis and the 
treatment. In the field of diagnosis, we in the 
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WHO would like to be guided. Diagnosis on 
the basis of X-ray is resorted to, since there is 4 
pressing demand on the WHO to provide the 
radiological equipments to various COUNTNeS. In 
this regard, he mentioned about two studies 
which are under progress - one in Thailand and 
the other in Indonesia. Both the studies are on 
childhood tuberculosis where radiological 
diagnosis is Quite important. In these studies, 
two experienced physicians are placed to read 
the X-rays and the variation in reading was 
found to be of the order of 30%. A third 
physician is now posted in the study to get 
two of the best opinions as the correct 
reading. RIA is now being talked of as very 
important diagnostic tool, which is yet to be 
proved by the ICMR. How far it is good in field 
conditions, also has to be studied. In many 
other countries, immunological studies are 
being carried out to develop a_ simple 
diagnostic procedure. 


With regard to the treatment aspect, he 
mentioned that there is a gap, as seen in the 
reports presented, in the number of patients 
diagnosed and the number of patients started 
on treatment. It was also mentioned by 
Dr Gupta, that quite a big proportion of cases 
are being diagnosed by private practitioners. 
The most important thing is to see how the 
treatment could be started for all and to make 
them complete the treatment. Since all the 
countries committed to the Alma Ata 
Declaration where primary health care is very 
essential, the discussions from this morning are 
limiting to district centres and to PHCs, without 
discussing much of voluntary efforts below the 
PHC and this is not the principle of primary 
health care. The community part of the primary 
health care is very crucial and that is to be 
highlighted. As in malaria control programme 
where community health volunteers or village 
health guides are being successfully utilised to 
reach the targets, the possibility of using them 
in the tuberculosis programme has to be 
explored. The distribution of drugs by these 
volunteers are also to be studied to improve 
the treatment aspects. 


The Chairperson after thanking Dr Pattanayak, 


for his excellent analysis, requested Dr PK. Sen 
to give his views. 


Dr P.K. Sen, said that he being a Statistician 
himself, has heard and has also known that 
Statistics Could make a black lie the truth and a 


perfect truth a black lie. That is why he does 
not feel like rubbing on the wrong side of any 
Statistician. He said that today epidemiological 
trend is very important to understand and from 
1965, the epidemiological trend of the disease 
is coming down - the examples for the same 
are: 


1. Of the 240 billion tuberculin tests 
conducted, it was seen that the rate of 
tuberculin positivity in younger age group in 
the last 5 years was coming down. This 
could be because of the possibility of the 
infection going down in younger age group. 


2. The tuberculosis is known to be equally 
distriduted in cities and in rural areas. It is 
also known from the National Sample Survey 
that the disease is 8 times more prevalent in 
the older age group than in the younger age 
group and this may be possibly showing 
that infection potential is going down. The 
fact that tuberculosis is going down may not 
be credited to the tuberculosis control 
programme; because it is known that 
tuberculosis control can be brought about 
by better socio-economic conditions, mainly 
improving the standards of living, sanitation 
and other similar factors. To contribute in 
these fields more research is needed and 
NTI should expand itself and also approach 
the university and other higher institutions to 
learn to convince the doctors of future India 
for a better performance. 


After thanking Dr. Sen for his comments the 
Chairman requested Dr Nagpaul to give his 
comments. 


Dr Nagpau! drew the attention of the group 
to the aspect of community mobilisation and 
community participation to reach the goal of 
Health for All by 2000 A.D. and in this 
connection, he shared his experiences of 
community participation in Philippines. In the 
Philippino experiment, while the community 
was approached through health educator to 
organise the community for its mobilisation and 
participation, the doctors in the PHIs were also 
approached and motivated with regard to the 
fact that he is not only responsible for services 

tchment area, but also to feel that the 
catchmeric isehis Own, so that he can feel 
that the services are only the means to an end. 
Dr Nagpaul while throwing more light on the 
issue of Community participation, mentioned 
how in phased manner the women's 
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organisations, the natural leaders and the 
church were identified and involved through 
group discussions, etc. In this process of 
community involvement which was carefully 
approached, their needs were identified first, 
which was subsequently supported for an 
action, keeping their priorities in mind. 


This experiment in Philippines could not be 
sustained for longer periods, not because of 
the loss of interest by the community, but 
because of the loss of interest at the higher 
level like National Institute of Tuberculosis 
which started the project. Thus, for involvement 
of the community the sustained interest at the 
organisational level and the community level 
should be maintained. 


For a point raised by Dr Deshmukh about the 
improvement in the results over the period 
when the supervision has failed, Dr Baily agreed 
and mentioned that it has not been possible 
for NTI and it may not be possible also to go 
round the entire country or even part of the 
country to find out the validity of the reports. 
But, what NTI has done, as mentioned by the 
Chairperson, is the regression analysis of 
population to cases diagnosed and cases 
diagnosed to the population. Since there is an 
increase, as depicted in the straight line, it is 
one of the indications that reporting may not 
be wrong. One of the shortcomings of this 
type of analysis could be that any PHI sending 
one report instead of the 3 expected in a 
quarter may be counted in the monitoring 
process as PHI reported. But, to classify among 
the 13,000 PHIs participating in the programme 
would also be very difficult. However, the 
experiences of the faculty members who had 


‘opportunity to visit the neighbouring States and 


even Gujarat during the National Conference, 
show that there may not be grave mistakes in 
the reporting system. 


Dr S.P. Gupta, ADG, (TB) remarked that with 
the mental attitude that the general health 
services are not functioning it would not be 
easy for most of us to imagine that NTI could 
receive 95% of the reports and monitor them 
on a regular basis. There will not be any other 
National Programme where a National Institute 
has been doing this type of work and the 
entire credit for this has to be taken by the 
State Governments and officers In the 
Directorate General of Health Services. He 
continued to say that under the 20. point 


programme, only the PHCs are expected to 
report the number of sputa examined and the 
number found positive. But, as reported by 
NTI, the different types of hospitals like taluk 
hospitals, additional tuberculosis clinics, 
general hospitals, etc., are also reporting. The 
proportion of positive cases found may be 
looked into in two ways, either with happiness 
or with disappointment. If the work is carried 
out well, it may create more doubt because 
we never expect such good work. For the 
good work, the entire credit should go to the 
General Health Services and the General Health 
Services have been stimulated by NTI to carry 
Out good work. 


Shri Subramaniyan, Chairperson agreed with 
the comments given by Dr Deshmukh, Dr Gothi 
and Dr Baily that there should be a visit to the 
field for evaluating the reliability of information 
received through the periodic reports. 


Further, the Chairman requested Dr Gothi, to 
give his comments. 


Dr Gothi, while agreeing with — the 
observations made by other participants, 
mentioned that it has become a_ practice 
always to review the work done at the grass 
root level, but never question the work done at 
top most level. A day has come to question 
now as to how many people at the top level 
sit together and draw a common strategy 
which could be transmitted down to the grass 
root level workers. This type of reviewing has 
to be done at the State level, district level and 
also at the peripheral level. Even supervision 
has to be done on an integrated basis and this 
only can improve the programme output and 
Will ultimately create interest in the peripheral 
health workers. 


Chairman, thanking Dr Gothi, mentioned that 
he has touched a very crucial point. The MPW 
has multiple functions and has to please 
multiple bosses. This may lead to the MPWs 
becoming not responsible to anyone. With a 
proper planning and co-ordination of all the 
programme officers, the work of the MPW can 
be effective and it can really become a liaison 
between the Government and the community. 


Dr M.N. Nagu, mentioned that the entire 
discussion on the reporting is limited since the 
contribution of the general practitioners in 
diagnosing and treating of tuberculosis patients 
has not become part and parcel of reporting 
To that extent it is inadequate 
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Shri Subramaniyan agreed to the suggestions 
made by Dr Nagu, and mentioned that a lot of 
inter-departmental co-operation among many 
of the departments including agriculture and 
industry should study this carefully not only as 
a health problem, but as other sociological and 
industrial problems of the community. For this, 
the co-operation of other departments become 
essential. 


Dr Chandrasekhar, agreed that the reports are 
inadequate since even organised Government 


Institutions like Railway Hospitals, Army 
Hospitals, Employees State Insurance and 
others are not reporting to any central 


organisation with regard to the tuberculosis 
activities undertaken by them. Hence, he said 
that the thinking has to take place at national 
level to co-ordinate all the other agencies who 
are providing health care to the community. 


While agreeing to these remarks, Dr Baily, said 
that the potential of diagnosing 2,000 cases per 
average DTP was based exclusively on the 
potential of PHIs. Hence, the monitoring section 
has been calculating on the basis of this 
potential expected out of the PHCs, etc. 


While discussing on the potential of 
diagnosing 50% of the cases, Dr D. Banerji, was 
called to throw more light since he was the 
author of this finding. Dr Banerji mentioned that 
52% action taking was obtained in one study 
which may be different in different areas. So, 
What is more important here is the basic 
philosophy developed at the Institute that “we 
have no right to run after tuberculosis patients 
till we deal with those who are already 
knocking at our doors”. It may be 10%, 15% or 
more. Another expected behaviour after 
providing services for those who already seek 
service could be to self-perpetuate this need 
among the community. That means, meeting the 
felt-need of the group seeking relief would 
help the community to become more aware 
and seek relief in bigger numbers. Dr Banerji, 
also raised an important issue of the health 
education of the community. He said that when 
looking after the needs of the community 
which is already seeking relief is not taking 
place the cry for health education of the 
community does not arise. 


Dr Banerji, continued to say that the 
contribution of MPWs could be reviewed both 
IN @ positive as well as negative way. The 
positive way to look at is to consider the 
ability of MPW to collect sputum from those 


who did not have the urge or stronger 
motivation to visit the PHI. That means, from 
static rural organisation, the activity could be 
dynamic to go into the field. From the report of 
1982 published in NTI Newsletter, it is so 
important and significant to know that, in spite 
of the weak position of infrastructure of health 
in the country, the tuberculosis programme is 
sO good. The other point which he mentioned 
was the team training offered at the NTI which 
has helped in the good reporting system, 
which is nowhere available. 


Dr Islam from Bangladesh mentioned that he 
had absolute confidence in the policy of 
tuberculosis programme formulated in India. He 
felt, that it was rational, practical, applicable 
and best for the developing countries. Other 
neighbouring countries have also accepted the 
tuberculosis programme of India. What is more 
important is that the performance of the 
neighbouring countries like Malaysia with regard 
to the tuberculosis programme is more 
spectacular than it is in India. He said, that with 
a good integrated programme, it is possible to 
oring in the private practitioners into the fold 
of the programme if the Government can have 
a dialogue with them. On the question of 
defaulter he said, that instead of distributing 
drugs free of charge, it would be better to 
collect a fixed sum as deposit money from 
each patient who start the treatment and return 
the same amount when he has completed the 
treatment successfully. With regard to the 
community participation he mentioned about a 
small experiment he has done in a small area in 
Bangladesh, in which the local people have 
been selected and trained to organise a 
community based tuberculosis programme. For 
this, the. helo of a local voluntary organisation 
which has been working in the area for quite 
some time has been co-opted. 


Dr Rana from Bhutan agreed. with what Dr 
Islam commented. 


After the comments from the distinguished 
guests of the neighbouring countries, the 
Chairman requested Dr Gupta, to summarise the 
observations: 


While summarising, Dr Gupta, mentioned the 
following points: 


1. There may be a little sense of satisfaction 
with regard to the timely and accurate 
reports being sent by different State 
Governments to NTI, where the reports are 
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monitored and the monitoring is fairly 
satisfactory, and the entire credit for this 
should go to the State Governments. 


. The credit for the good reporting should 


also be given to the training imparted to 
the district key personnel at NTI. Probably 
this is the only health programme where 
medical and para-medical personnel have 
been trained as a team in one institution 
and this has enabled for the uniform 
development of the programme and a fairly 
Satisfactory reporting. 


. The reports of the monitoring has shown 


that since 1975 and particularly from 
1981-82 onwards, there has been a gradual 
improvement in case-finding activity and 
this gives us a hope that the programme is 
going in the right direction and at the same 
time the health services are also getting 
strengthened. 


. There is a Central Co-ordination Committee 


on the NTP which meets under the 
Chairmanship of the Union Health Secretary. 
The Committee is expected to meet once 
in 3 months. The Health Secretaries of the 
different States are invited to participate in 
these meetings and in each meeting certain 
States are selected to represent through the 
Health Secretaries. During these meetings, 
the Tuberculosis Programme is reviewed 
and the deficiencies are pointed out so 
that the Health Secretaries can take 
necessary action for further improvement. . 


. The kind assistance of WHO has helped in 


organising annual seminars for the State 
Tuberculosis Officers/Joint Directors, etc., 
at the NTI, to review the programme 
performance in different States. The added 
advantage of these Seminars is that the 
Additional Secretary/Joint Secretary, 
Ministry of Health, Government of India and 
ADG (TB) also participate in these Seminars 
to have a frank discussion with the senior 
officers of the State Governments, to sort 
out the problems and further improve the 
programme. 


_ The crucial point today is to improve the 


patient compliance and minimise the drug 
default for which the voluntary organisation 
like Tuberculosis Association of India 
should actively participate. Provision of 
funds or supply of some drugs and 
equipments will not solve the problem. 


10. 


11. 


12. 


. The 


Hence, Governmental and non-Govern- 
mental agencies should work together to 
develop a plan of action to minimise the 
drug default. 


supply system from the Central 
Government to the State and to the district 
should be well organised and 
co-ordinated. The 364 DTCs are supplied 
drugs from the 5 Medical Store Depots. 
The drugs are supplied directly once a year 
to minimise the delay. 


_ One regimen of SCC is being introduced to 


a few more districts during Seventh Plan 
Period. 


. The periodic reports received by the DGHS 


from all the States about the availability of 
trained manpower at the DTC, status of the 
X-ray equipment, vehicles, etc., and the 
supply system of cards, forms, stains helps 
the Directorate to smoothen the process of 
supplies and to strengthen the programme 
performance. 


Unless the case-holding capacity is 
increased for which a suitable machinery 
may be developed or the existing 
machinery is involved, the case-finding 
alone will not give us much result. The SCC 
drug regimens may be introduced in more 
districts during the Seventh Five Year Plan, 
to improve case-holding. However, there 
should be a great watch over this since 
every penny invested in the programme 
should get the maximum due return. 


The diagnosis by X-ray of the chest should 
not be discarded. The available X-ray 
machines should be used to the best 
advantage to diagnose more and more 
cases at the early stages. To improve the 
ability in diagnosing a pulmonary 
tuberculosis patient by X-ray, we should 
have more and more training for the 
Medical Officers through seminars, training 
programmes, etc., under group educational 
activities. For such sessions even general 
practitioners should be included. 


The involvement of Community Health 
Guides is also important in the programme. 
There are 3 functions entrusted to the 
Community Health Guides under the DTP: 


. to identify the chest symptomatics and 


motivate them to go to the PHC for soutum 
examination or contact MPWs and give a 
sputum specimen for examination, 
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ii. motivate the parents to get all their eligible 
children vaccinated with BCG, 


iii. prevent drug default by motivating 
tuberculosis patients continuously and carry 
out health education of community with 
regard to tuberculosis. In this regard, if 
possible and necessary, community leaders 
like Sarpanch and others may also be 
involved. | 


The Chairman thanked Dr Gupta for a nice 
summary and he added that the discussions 
have revealed that Tuberculosis is a mammoth 
problem which is not found only in few 
pockets, but in the length and breadth of the 
country both rural and uroan. So, the strategy 
involves deployment of resources like men, 
material and money to the best advantage. The 
availability of drugs is the most important issue 
and care should be taken to produce the same 
at reasonable rates. With regard to the men, it 
should be well planned to have trained 
personnel at different levels - medical and 
para-medical personnel posted at different 
places. The most important is the money which 
can translate all our thoughts into action. The 
officer from Bangladesh has pointed out quite 
often that tuberculosis receives step-motherly - 
treatment at every level. From the financial 
angle, it is not only tuberculosis but all public 
health programmes are receiving a rather casual 
treatment. The planners generally like to invest 
the resources in spheres which guarantee rich 
returns on the capital investment. In_ this 
process of capital formation, generally the 
energy sector, railways and petroleum get top 
priority and health sector receives the money 
from the exchequer without any return at all. 
Under such circumstances, why should the 
Government give priority to these programmes? 
So, it is the primary duty of this group to make 
the Government revise its thinking by 
emphasising a new point i.e., the expenditure 
on health problem is an investment in human 
resources and not an expenditure alone since 
its return will also be in terms of optimum 
utilisation of human capital. For this, a social 
cost benefit analysis of the tuberculosis 
programme has to be done. itis 8 very Gifficult 
proposition since it is easier to do it in an 
industry where everything is quantifiable. It is 
more difficult in health programmes. Here, the 
benefits are to be indirectly deduced. The 
justification for an approach in this regard can 
be done by calculating the cost of 
hospitalisation including providing diagnostic 
tools, beds, diet, etc, which can be reduced 


to a great extent, if the patients can be 
diagnosed at an early stage and treated at 
home. The direct and indirect benefit to the 
patient, family, community and exchequer can 
also be calculated to show that the cost 
benefit ratio is indeed a beneficial programme. 
As done in Canada, to find out the social cost 
benefits through a field experiment, NTI also 
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should take up this analysis in selected areas of 
the country. 


Dr Gupta concluded the programme with 
word of thanks to Chairperson, Co-chairperson, 
distinguished guests from SAARC countries, 
eminent persons from India) WHO and 


organisers at NTI for making the Seminar a great 
SUCCESS. 
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Dr. G.V.J. Baily welcoming the delegates. 
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Dr. G.V.J. Baily receiving Dr. H.T. Mahler & Dr. U Ko Ko at the Airport. 
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Dr. H.T. Mahler with Dr. S.P. Gupta at the Bangalore Airport. 
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Smt. Mohsina Kidwai, Union Health Minister arriving for the function. 


Dr. H.T. Mahler lighting the lamp. 


Dr. H.L. Thimme Gowda, Health Minister Welcoming the guests. 


Dr. D.B. Bisht, D.G.H.S. Presenting the report. 


Address by Dr. U Ko Ko, Regional Director, SEARO, WHO, New Delhi. 


r © ey J 
i imo 255 


Sri Ramakrishna Hegde delivering the Silver Jubilee Address. 


Presidential Address by Smt. Mohsina Kidwai, Union Health Minister. 


Address by Dr. H.T. Mahler, Chief Guest . 


Sri J.S. Lobo garlanding Dr. H.T. Mahler. 
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Dr. H.T. Mahler discussing with Smt. Mohsina Kidwai 


Dr. H.T. Mahler addressing the press conference. 
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Dr. H.T. Mahler with Dr. Sitaram, Medical Officer, Doddaballapur. 


Dr. H.T. Mahler at laboratory of PHC, Doddaballapur. 


NTI faculty with the delegates. 
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WELCOME ADDRESS BY DR. H.L. THIMMEGOWDA, HON‘BLE MINISTER FOR 
HEALTH & FAMILY WELFARE, KARNATAKA, ON THE OCCASION OF THE SILVER 
JUBILEE OF NATIONAL TUBERCULOSIS INSTITUTE, BANGALORE. 


Esteemed Chief Guest Dr H.T. Mahler, Director 
General, World Health Organisation, Geneva, 
Respected Smt Mohsina Kidwai, Union Minister 
for Health and Family Welfare, Government of 
India, Sri Ramakrishna Hegde, Chief Minister of 
Karnataka, Dr U Ko Ko, Regional Director, South 
East Asia World Health organisation, New Delhi, 
Dr D.B. Bisht, Director General of Health 
Services, Government of India, Dr G.V.J. Baily, 
Director, National Tuberculosis _ Institute, 
Bangalore, various distinguished invitees, Ladies 
and Gentlemen, 

On bahalf of the Government and people of 
Karnataka, it is my great privilege and pleasure 
to welcome you all to this Silver Jubilee 
Function of National Tuberculosis Institute, 
Bangalore. } 


Although the cause of Tuberculosis was 
discovered in 1882 by Dr Robert Koch and 
X-ray diagnostic facilities were available by 
1910; the B.C.G. was discovered in 1921 and 
being used as preventive vaccine against 
Tuberculosis since 1928, Tuberculosis is a major 
public health problem of all developing 
countries. 


In the Independent India, Union Government 
created a separate Tuberculosis Department 
with Dr P.V. Benjamin, as Adviser in Tuberculosis 
to Government of India. With the help of Indian 
Council of Medical Research, he planned 
Tuberculosis Survey in India in 1955-56 to know 
the magnitude of the problem. The survey 
showed very important aspects of Tuberculosis 
problem in India i.2., 

1. Four out of every 1000 population are 
suffering from active Tuberculosis and four 
times this are suspected to have Tuberculosis 
by X-ray. 

2. Rural population suffers equally as uroan 
from Tuberculosis. 

3. Males suffer more than females. 

4. Elderly population suffer more than younger 
ones. 

The rural population being 80% In India the 
problem of Tuberculosis |s also more in rural 
areas where facilities to combat the disease are 
less. 


The results of applied researches conducted 
by Chemotherapy Centre, Madras have 
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revolutionised the treatment of Tuberculosis. 
Domiciliary treatment is now considered as 
successful as sanatorium line of treatment, 
which is economically possible to implement. 
For further operational researches and for the 
training of required personnel and chalking out 
the National Tuberculosis Programme, the 
National Tuberculosis Institute was established 
in 1959 in Bangalore and was inaugurated by 
the then Prime Minister Shri Pandit Jawaharlal 
Nehru. 


OBJECTIVES OF THE INSTITUTE ARE: 


(i) To formulate a _ nationally applicable 
Tuberculosis Control Programme. 

(ii) To train Medical and Para-Medical 
Personnel needed for managing the 
Tuberculosis Control Programme. 

(iii) To plan and conduct Research Studies on 

‘field applicability of new concepts. 

(iv) To monitor the functioning of the District 
Tuberculosis Programme, throughout the 
country. 


The National Tuberculosis Institute applied 
the principles of Operations Research in Public 
Health for the first time. The Programme evolved 
has the basic principles of providing free 
diagnosis, treatment and preventive facilities as 
near the homes of the patients as possible, 
through the available health and medical 
institutions in which the community has faith. 


Among its training activities, it undertakes the 
training of the key personnel of the District, 
District Public Health Nurses, Senior Health 
Administrators and also has conducted the 
International Courses for tuberculosis workers 
from developing countries. 


The National Tuberculosis Institute has 
conducted an epidemiological survey !n the 
community of Tumkur District repeated after 12 
years, to study the changes in the prevalence of 
infection and disease and to relate it with the 
programme. It has conducted a Kichited 
survey in Nelamangala Taluk of Karnataka es 
many operational studies have been publishe 
in WHO Chronicle. The basis of all these studies 
is to provide maximum benefit at minimum 


cost. It is contemplating on further studies for 
Short Course Chemotherapy, various aspects of 
Tuberculosis Bacteriology and the influence of 
locally prevalent atypical Mycobacteria on the 
immunising effect of BCG Vaccination. 


Dr HT. Mahler of WHO was. closely 
associated with BCG campaign in India and he 
was responsible along with Dr P.V. Benjamin in 
establishing the National Tuberculosis Institute in 
India. He is also responsible for eradication of 
Small Pox from the world, due to his 
tremendous drive and untiring efforts. Dr. 
H.T. Mahler is also the author of Alma Ata 
declaration of 1978 “Health for All oy 2000 
A.D.”, Dr. H.T. Mahler, now the Director General 
of World Health Organisation, Geneva is with us 
today as Chief Guest. On behalf of Government 
and People of Karnataka, we extend our hearty 
welcome to him. 


The National Tuberculosis Programme was 
evolved by National Tuberculosis Institute and 
implemented in India from 1962. 


Karnataka Government is the first State to have 
started the Public Health Programme in the early 
thirtees. It had started in 1936 at Lady 
Willingdon, a Tuberculosis Dispensary — in 
Bangalore, for the treatment of Tuberculosis as 
Out-patients much earlier than the domiciliary 
treatment was conceived by _ National 
Tuberculosis Institute. 


The other National Institutes in Karnataka are 
the National Institute of Mental Health and 
Neuro Sciences, Indian Institute of Science and 
Indian Satellite Research Organisation — in 
Bangalore. Simultaneously with the 
establishment of National Tuberculosis Institute, 
Bangalore, the Lady Willingdon Tuberculosis 
Dispensary was upgraded as Lady Willingdon TB 
Demonstration and Training Centre, Bangalore, in 
1960 by Karnataka Government and it is the first 
to start the implementation of District 
Tuberculosis Programme in 1962 in India. The 
State Government provided facilities for Pilot 
Project of Tuberculosis Programme in Tumkur 
and longitudinal survey of Tuberculosis in 
Nelamangala Taluk, Bangalore District by 
National Tuberculosis Institute. It requested the 
Union Government to reclassify the National 
Tuberculosis Programme as 100% Centrally 
Sponsored Scheme as recommended by World 
Health Organization workshop held in_ this 
Institute during December, 1981. 


74 


Our hearty welcome to respected Smt 
Mohsina Kidwai, Union Minister for Health and 
Family Welfare. As Minister of State in the 
Department of Health & Family Welfare in 
Government of India, she did commendable 
work and now as the Cabinet Minister in the 
Government of India in-charge of Health & 
Family Welfare, she is doing very good work. 
She is taking lot of interest in the development 
of the National Institutes and also in helping the 
States in the matter of Family Welfare and the 
National Programmes like eradication of 
Tuberculosis, Leprosy and other diseases. She is 
encouraging all the National Institutes to 
develop well and she is taking particular interest 
to see that the national schemes like the family 
welfare, eradication of tuberculosis, eradication 
of leprosy are implemented effectively so that 
these major diseases are eradicated in India. 


| am very glad to see that she is personally 
monitoring the schemes. | am also glad to say 
that the IPP-IIl, with an assistance of 72 crores of 
rupees budget, was sanctioned to Karnataka 
when she was the Minister of State for Health 
and Family Welfare, Government of India. | thank 
her also for the same, and it is befitting that she 
is presiding over this Silver Jubilee Celebrations 
of the National Tuberculosis Institute. | once 
again extend a hearty welcome to her on behalf 
of the people of the State of Karnataka. 


The Government of Karnataka implemented 
National Tuberculosis Programme in all the 19 
districts by 1972 and is the first State to 
integrate B.C.G. vaccination with Expanded 
Programme of Immunisation. At present 
Karnataka State has 10 Government Tuberculosis 
Hospitals, 9 private Tuberculosis Hospitals and 
Tuberculosis Wards in all district and General 
Hospitals with a total bed strength of 3493.: 


Under the Tuberculosis Programme the 
Karnataka State has implemented:- 


One State Tuberculosis 
Bangalore 

18 District Tuberculosis Centres 

64 X-ray Centres 

604 Microscopy Centres 

1083 Peripheral Health Institutions. 


On behalf of all of you and on behalf of the 
National Tuberculosis Institute, | extend a hearty 
welcome to our beloved Chief Minister, Shri 
Ramakrishna Hegdeji. Shri Ramakrishna Hegdeji 
held the health portfolio in the first one and a 


Centre at 


half year of his Chief Ministership. Due to his 
personal interest, able guidance, the Health 
Care to the poor people especially in the 
villages is provided on a_ better scale, 
compared to any State in India. The Chief 
Minister, in his Budget Speech this year in the 
month of March has announced that a mobile 
health unit in all the taluks will be established so 
that the poor people in the remotest 
unapproachable villages will also be provided 
with the health care facilities. The provision of 
supplying the drugs to the peripheral health 
institutions has been increased from 9 crores of 
rupees to 16 crores of rupees in this budget 
year. The lowest functionary of Health 
Department, i.e., the Primary Health Unit, will get 
drugs of Rs. 20,000/- instead of Rs. 8,000/- 
annually so far. This provision of supplying the 
drugs to the peripheral institutions has been 
nearly doubled this year. Shri Hegdeji has also 
taken lot of interest in providing more funds to 
the National Institutes, i.e., NIMHANS and All 
India Institute of Speech & Hearing, Mysore. 
Kidwai Memorial Institute of Oncology has been 
developed so as to match any Institute of the 
kind in India with the addition of the latest 
sophisticated equipments like the total body 
scanner. Recently we have placed the order to 
buy the Linear Accelerator. The Chief Minister 
came to the rescue of KMIO by sanctioning Rs. 
75,00,000/- from the consolidated fund of the 


State Government on 30th March, 1985. 
Thus, he has taken lot of interest in development 
of Health Institutions and_ in Providing the 
Primary Health Care to all the people in 
Karnataka and he is also taking a lot of interest in 
seeing that the tuberculosis patients are also 
treated well in the State. It is befitting that Shri 
Ramakrishna Hegdeji has been invited to deliver 
the Silver Jubilee Address to mark the Silver 
Jubilee Celebrations of the National 
Tuberculosis Institute. | extend a hearty 
welcome to him once again. 


Dr U Ko Ko, Regional Director, South East Asia, 
New Delhi who is always backing the Indian 
fight against Tuberculosis, with its strategy of 
integration of National Tuberculosis Programme 
with Primary Health Care Delivery System is with 
us today to address. We extend our hearty 
welcome to him. 


Dr D.B. Bisht, Director General of Health 
Services, New Delhi, who will be giving the 
report on 25 years of National Tuberculosis 
Institute Services and Dr G.V.J. Baily, Director, 
National Tuberculosis Institute, Bangalore who 
have taken all the pains to organise the Silver 
Jubilee Function of National Tuberculosis 
Institute are with us. We extend our hearty 
welcome to them. We also extend our cordial 
welcome to all the invitees, Press Forum, Doora 
Darshan, and All India Radio. 


ADDRESS BY DR. D.B. BISHT, DIRECTOR GENERAL OF HEALTH SERVICES 


Hon'ble Union Health Minister, Dr Mahler, 
Director-General, WHO, Hon'ble Chief Minister 
of Karnataka, Hon'ble Minister of Health, 
Karnataka, Dr U Ko Ko, respected elders, ladies 
and gentlemen, 


It is a great privilege for me to welcome you 
on behalf of the Institute, D.G.H.S. the Ministry 
of Health and myself on the happy occasion of 
Silver Jubilee Celebrations of this Institute. 


We are grateful to you, Madam, that you are 
with us today to bless this Institute and us. Dr 
Mahler, you have been associated with us from 
the very beginning of our movement against 
tuberculosis starting right from the launching of 
mass BCG vaccination and the establishment of 
this Institute as a national plan for the control of 
tuberculosis. We are, therefore, specially grateful 
to you for your kind presence here. 


Sri Ramakrishnaji, Hon. Chief Minister and Dr 
Gowda, Hon. Health Minister of Karnataka, | am 
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aware of your deep interest in the tuberculosis 
programme and particularly this institution. We 
are grateful to you and the Government of 
Karnataka for your kind and continuous support. 


Dr U Ko Ko - you as the Regional Director for 
our region have been more than kind to us In 
supporting our national efforts against 
tuberculosis. | specially welcome doyens of 
our country in the field of tuberculosis who 
have responded to our invitation. They 
continue to guide us in our tuberculosis control 
programme. 


would also like to take this opportunity to 
pay our homage to Dr P.V. Benjamin, largely at 
whose initiative and drive this Institute came 
into existence, Dr NL. Bordia, the founder 
Director of this Institute and Dr Raj Narain, the 
eminent Epidemiologist who unfortunately are 
no longer with us but who will live in our 


memory for all the times to come for their 
dedicated efforts in our national programmes. 


Perhaps it is only proper that | may 
recapitulate some of the highlights from the 
pages of history of tuberculosis control in our 
country. The history of establishment of this 
institute and the evolution of the concept of 
National TB Programme has been scintillating 
The end of the Second World War was the 
beginning of the Tuberculosis Campaign in 
many countries of Europe. Mass BCG 
vaccination campaigns were started in many 
parts of the world in 1951. Similar campaign 
was launched in India also, with the assistance 
of WHO and UNICEF. The results of tuberculin 
testing prior to BCG vaccination conclusively 
proved that tuberculosis was not limited to 
urban areas alone. This led to the mounting of a 
National Sample TB Survey during 1955-58, by 
the Indian Council of Medical Research, under 
the guidance of Dr C.G. Pandit, the then Director 
General who was responsible for it. The results 
of the survey not only gave reliable estimates of 
the morbidity due to tuberculosis, it also 
confirmed that the disease is equally prevalent 
in the rural and the uroan areas. During the same 
years, encouraging results were obtained from 
the research studies conducted by TB 
Chemotherapy Centre, Madras (now known as 
T.B. Research Centre) that domiciliary treatment 
of tuberculosis patients with specific anti-TB 
drugs is as effective as in-patient treatment. The 
corollary was obvious. Tuberculosis problem 
had to be tackled on a country-wide basis and 
the anti-TB measures need be extended to the 
rural areas also. Besides, creation of sanatoria 
and increase of tuberculosis beds and 
tuberculosis clinics to tackle the situation would 
require resources far beyond the country’s 
capability. 

It was at this time that the Government of 
India in consultation with the World Health 
Organization decided to establish the National 
Tuberculosis Institute with the objective: to 
formulate and evolve a tuberculosis programme 
that is applicable under Indian conditions, and 
to train personnel to man the programme. 


To start with, three divisions of Epidemiology, 
Sociology and the Control were created. These 
were supported by Bacteriological, X-ray and 
Statistical Sections. NTI soon was evolved as a 
multi-disciplinary institution. One of the major 
research activities of the Institute, after 
extensive field trials, resulted in the formulation 
of the concept of District TB Control 
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Programme which formed the basis of National 
TB Control Programme. Many other developing 
countries of the world have adopted this 
pattern. The amount of research work carried 
out by the Institute and the number of 
publications have found their acceptance by 
major scientific journals in India and abroad. 
This is a testimony of their quality. 


The second important activity of the Institute 
has been the training of the key personnel 
required for implementation of the Programme. 
These key personnel are the District TB Officers, 
Laboratory Technicians, X-ray Technicians, the 
Health Visitors and the Statistical Assistants from 
the District TB Centres. All are trained as a team 
under field conditions. The first training Course 
was organized by the Institute in 1961. Two 
such training courses are held each year and the 
Institute has conducted 52 such courses so far, 
and a total of more than 950 Medical Officers 
and nearly 3500 para-medical personnel of 
various categories have received trainings. 


In recent years, the need for orienting the 
supervisory cadre personnel, was keenly felt. 
Several group educational activities of short 
duration are organized by the Institute for 
Senior Health Administrators and Teachers of 
Medical Colleges to enlist their co-operation. 
These are efforts to have continuing educational 
activities for the benefit of those who had their 
training earlier. 


The Institute also monitors the work of District 
TB Programmes. Work reports in prescribed 
formats are obtained from over 360 District TB 
Centres on a quarterly basis which are. analysed, 
compiled on an all India basis. The Institute has 
also been instrumental in the involvement of the 
Primary Health Centres and their health 
personnel. 

| may inform that 50 districts of the country 
during the months of October and November 
this year are organizing functions to mark this 
occasion. They are organizing workshops for the 
medical practitioners and undertaking district 
wide health education activities. District TB 
Associations and the District branches of the 
Indian Medical Association are actively 
participating in this activity. We acknowledge 
the generous support given by WHO and other 
International Organisations for organising these 
activities. 

Much has been done but more needs to be 
Gone. With the resources available, still more 
has to be achieved. It is a paradox and 


challenge at the same time. We must meet this 
challenge and in meeting this Dr Mahler, we 
need you and your advice. Be with us and, 
Madam, your blessings and guidance we seek, 
and my respected elders, we beseech your 
continued support and my colleagues, we need 


your determined co-operation. We may falter 
but fail we shall not. 


With these words, | welcome all of you once 
again on behalf of this Institute, the Directorate 
General of Health Services, Ministry of Health 
and myself. 


ADDRESS BY DR. U Ko Ko, REGIONAL DIRECTOR, W.H.O. REGIONAL OFFICE 
FOR SOUTH-EAST ASIA. 


Your Excellency, Union Minister for Health 
and Family Welfare, Government of India; your 
Excellency, Chief Minister of Karnataka, Your 
Excellency, Minister of Health, Karnataka State; 
Dr Mahler, Director-General, World Health 
Organisation; Director-General of Health 
Services, Government of India; Director, National 
Tuberculosis Institute; distinguished guests, 
ladies and gentlemen, 


At the outset, | wish to thank the Government 
of India for inviting me to attend the Silver 
Jubilee Celebrations of the National 
Tuberculosis Institute, Bangalore. | do not wish 
to trace the history of the National Tuberculosis 
Institute, as this aspect will be dealt with at 
length by other speakers. However, | would like 
to mention with great pride and satisfaction that 
WHO has been closely associated with the 
Institute since its inception - a close partner in a 
true sense, supporting the Institute as necessary 
and utilising the technical expertise of the 
Institute in return. 


The active role played by Dr. Mahler, 
Director-General of WHO, in conceptualisation 
and planning of this Institute is too well known 
to need recounting. He spent many years in 
Bangalore helping to translate the concept into 
practice and in building up this Institution. | join 
with you all in expressing great pleasure in 
having Dr. Mahler, a founder member, in our 
midst at this function. 


Since its inception, this Institute has been 
actively engaged in research work focused 
mainly on the epidemiology and control of 
tuberculosis. The results obtained have helped 
in rational planning for tuberculosis contro! not 
only in India but in many parts of the world. In 
this context, | wish to briefly touch upon some 
aspects of the tuberculosis problem in India 
and in the South-East Asia Region. 


Despite many advances made in the field of 
tuberculosis, this disease continues to remain a 
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public health problem even theugh national 
programmes for control and prevention have 
been in operation in the region for nearly two 
decades. Even in India, the figures are 
staggering, with some 2.6 million infectious 
cases and about four times the number in the 
early stage of the disease. The problem is 
compounded by the addition of about 
one-third cases every year. 

Growing concern is being expressed about 
the Tuberculosis Control Programme which has 
not brought about any noteworthy reduction of 
the problem in many countries in South-East 
Asia Region, although the general principles of 
the control programme, in spite of many 
shortcomings, are still valid for reducing 
transmission and achieving gradual decline. In 
the South-East Asia Region, incidence of 
tuberculosis per year per 100,000 population 
ranges from 70 to 200 and the prevalence, 
which remains high, ranges from 241 to more 
than 650 per 100,000 population, @.g., in Burma, 
the estimated infection rate was 1.9 per cent In 
1972 but at present, it is 1.4 per cent. Many 
technical problems are being faced and require 
a solution. Case detection is inadequate, 
although the countries are extending diagnostic 
facilities; also, case-holding Is far from 
satisfactory, resulting in a large number of 
defaulters who increase the sources Of 
infection. The cost of treatment is quite high, 
sometimes beyond the reach of the poor man, 
resulting in an incomplete drug regimen. The 
natural history of tuberculosis itself requires 
detailed epidemiological studies. 

In spite of the continued existence of these 
technical problems, some positive changes In 
the health services pattern are taking place. With 
the unanimous adoption of the resolution on 
Health for All by the Year 2000, by the World 
Health Assembly, the Member Countries are 
vigorously pursuing the primary health care 
approach to solve their health problems. WHO 
is, and will continue as 4 partner In extending 
technical co-operation to the Member Countries 


towards the objective of preventing and 
controlling tuberculosis till it is no longer a 
major health problem in most of our countries. 
The need now is to pursue tuberculosis control 
through the primary health care approach so as 
to cover, by 1989, at least 90 per cent of 
eligible age groups with BCG vaccination; to 
have ambulatory treatment services to ensure 
that every patient excreting bacilli receives 
adequate and effective chemotherapy, and to 
ensure that the countries have sufficient trained 
workers with an effective provision for 
programme evaluation. Judging from the 
political commitments of Governments and the 
will of the people, | am optimistic that the 
successful implementation of such a programme 
is possible and will yield meaningful results. 


The National Tuberculosis Institute thus has an 
even greater responsibility to meet the changing 
situation and provide solutions not only for 
india but also take the lead in technical support 
to other countries as it has done in past. | am 
confident that it will rise to the occasion. 


As appropriate for the occasion, | can do no 
better than quote the late Dr. P.V. Benjamin, 
Adviser in Tuberculosis, Government of India, 
who wrote in 1959 the preface to a publication 
entitled “Tuberculosis in India’. The Sanskrit 
quotation, translated into English means, and ! 
quote, “From darkness, lead us to light”, 
unquote. The National Tuberculosis hrstitute has 
contributed much to dispel darkness and 
should now lead us to light. 


Thank you. 


SILVER JUBILEE ADDRESS BY SHRI RAMAKRISHNA HEGDE, CHIEF MINISTER OF 
KARNATAKA 


According to the programme in the agenda, | 
am supposed to deliver the Silver Jubilee 
Address. | think it is rather unfair to me. | am not 
patently qualified to deliver the Silver Jubilee 
Address in this connection. But, | am_ really 
happy to be associated with this function 
which is an important function and it is a mile 
stone in the history for the battle in this country 
against tuberculosis which was once upon a 
time a highly dreaded disease. In Sanskrit this 
disease is called ‘‘Kshaya’. “Kshaya’”” means 
what diminishes continuously. But, it is amazing 
that within less than a century after the 
discovery of the cause of this disease, we have 
not only successfully faced the challenge, but 
practically mastered the disease and it is 
because of the services rendered by many 
pioneers in this direction, and happily one of 
them and the most important of them is with us 
here, Dr Mahler. He was associated practically 
from the beginning with this Institute and to see 
how popular he is among the staff and other 
people here, you had to come a little earlier. All 
of them regard him even today as the head of 
the family. There cannot be a greater tribute to a 
person who nurtured this Institute, and today he 
heads the World Health Organisation and during 
his time, | am confident that mankind will 
conquer many of these diseases and we will be 
able to enter into the 21st century with a solid 
programme of Health for All. | do not know 
about other countries. But, here, from the very 
beginning we laid greater emphasis on the 
curative side than preventive side and 
tuberculosis is one of the diseases which if 
detected in the initial stages is very easy to 
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cure, and even before detection it should be 
possible for us through education to see that 
people do not get this disease. Medical 
education may start after thirteenth year i.e., 
after the P.U.C. but | feel that health education 
should start from the very beginning; and 
through our text books in the primary and 
secondary schools we should create an 
awareness among students about diseases 
because they are exposed to all kinds of 
dangers to health. Coming back to tuberculosis, 
for instance, in our own State two or three areas 
have been identified where the incidence is 
higher. One is the beedi manufacturing industry. 
They roll beedies in the most unhygienic 
conditions where there is no fresh air at all. 
People are huddled together. The other area is 
sericulture. Of course when silk is produced 
everyone of us like it. It is a beautiful fabric. But, 
those who produce become the victims to 
tuberculosis and similarly there are certain other 
areas also where’ occupational hazard causes 
diseases like tuberculosis. lf we take measures 
to identify areas where the incidence is high 
and also take preventive action it should be 
possible for us to completely eliminate the 
incidence of this disease as we have been able 
to do in regard to smallpox and possibly 
Plague and | do not know which are the other 
areas where we have succeeded. It is good to 
have a lady as Health Minister, and well if | had 
a competent lady like Mrs Kidwai | would have 
also made that lady the Health Minister. That 
does not mean that my present Health Minister 
IS IN any way less competent. He knows his 
subject, and actually two Silver Jubilee 


Adaresses nave already been delivered, one by 
Dr Thimme Gowda, my Health Minister and the 
other by Dr Bisht, the Director General of Health 
Services. Incidentally, you know a_ lady 
particularly can understand much better the 
problems of health that is why | said. The 
mother knows much better the sufferings of the 
child than the father. The mother cares more 
than the father and therefore the lady Health 
Minister in the Union Government particularly 
can understand better and can comprehend 
better and perhaps will be more anxious to 
provide relief to the suffering people. | would 
like to make only one suggestion in this 
occasion. We have many Research Institutes 
here already. As Health Minister has mentioned 
now we have decided not to allow any 
industrial development in and around 
Bangaloré. This gives us a lot of scope for 
locating Research Institutes. So, | would extend 
an invitation to you madam, and through you to 


Government of India and perhaps World Health 
Organisation to start Research Institutes here in 
regard to several fields or faculties and we will 
certainly give all possible assistance and | was 
very happy to know from Mrs Kidwai that the 
immunisation programme has been launched 
and | think it must be taken up very seriously. 
We cannot reach a state of health for everyone 
until such projects are properly executed. This 
Institute has been doing good work in its own 
limited field. But, | wish sufficient publicity is 
given to the work done here, and this is a 
common failure with us. We have many 
excellent institutes doing research. But, 
somehow, may be because of Communication 
gap or some missing links, there is no proper 
connection between the field and the research 
laboratory. We have to remove it so that the 
people who are the ultimate goal of any 
research are benefited. That is all | want to say. 
Thank you very much. 


PRESIDENTIAL ADDRESS BY SMT. MOHSINA KIDWAI, UNION HEALTH MINISTER 


Chief Minister of Karnataka, Mr. Hegde, Dr 
Mahler, Health Minister of Karnataka, Dr. U Ko Ko, 
Dr Bisht, and the staff of this Institute, ladies and 
gentlemen, 


| am happy to be here today on the occasion 
of the Silver Jubilee of the National Tuberculosis 
Institute. It is but natural to remember and 
honour our beloved leader and the architect of 
Indian Democracy, the late Pandit Jawahar Lal 
Nehru, who inaugurated this Institute, nearly 25 
years ago in the year 1960. His far-sighted 
policies have paid us rich dividends and 
contributed substantially to the development of 
our country since the time of independence. 
The Silver Jubilee of any of the National 
Institutions which he helped to build up, is in 
one way a tribute to his sagacity, vision and 
leadership. It also marks an important milestone 
in our efforts to improve the quality of life of 
our people. 

The occasion is also made memorable by the 
presence here today of Dr Mahler who was 
actively associated with this Institute at the time 
of its inception. On behalf of the Government 
of India and my own behalf, | extend hearty 
welcome and felicitations to him. His presence 
here is a sign that he continues to extend his 
love and affection to the Institute and is 
interested in its further growth and 
development. | hope that he will enjoy his 
brief visit in this beautiful city after many years 
and revive old and pleasant memories. 
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No doubt, it was Pandit Jawahar Lal Nehru 
who established the roots of modern science in 
our country. It was his worthy daughter late Smt 
Indira Gandhi who carried forward the 
development and progress of science in this 
country for she was convinced that the nation 
would only be extracted from the clutches of 
ignorance, poverty and suffering through 
education and development of science and 
technology. No one can surpass perhaps her 
contribution to health. It was the positive health 
that she always talked about. Whenever she 
talked of health, she talked of health in its 
entirity covering physical, mental, social and 
spiritual dimensions. It was she who insisted 
that the enjoyment of health in the true sense 
should be the right of every person born In this 
world and that it should be the duty of every 
responsible Government to ensure that the 
health services must begin where people are 
and where problems arise. Not only this, she 
was emphatic that the needs of the many must 
prevail over those of the few so that no person 
is denied opportunity of enjoying the quality of 
life through attainment of health. It Is equally 
creditable that our young and dynamic Prime 
Minister Shri Rajiv Gandhi has maintained the 
values which were propagated by his illustrious 
mother and that in this pursuit he had provided 
the fullest political commitment to the people 
by way of inclusion of Health for All in our 
National Development Plan. 


Unlike many other National Health 
Programmes, the National Tuberculosis 
Programme | understand, was evolved on the 
basis of relevant epidemiological, sociological, 
technical, financial and administrative 
considerations, after extensive field research, 
undertaken by this Institute. It had another 
unique distinction that from the very beginning 
it was conceived of as a part of the General 
Health Services, totally integrated with it to 
meet the needs of the people. 


It is encouraging also that the Programme 
formulated by this Institute has been accepted 
as a workable and useful model by almost all 
the countries of the world, especially the 
developing ones and has given a new direction 
in the field of public health. | would like to add 
that India can very well be proud of the fact 
that most of these important research studies 
were conducted over here, by this Institute, 
nearly 25 years back, under the dynamic 
leadership of Dr Mahler and his colleagues from 
WHO, in joint collaboration with the eminent 
Indian workers of that era, which gave a new 
direction to the rational formulation of public 
health programme and the concepts of Primary 
Health Care. 


The amount of suffering that is caused by 
Tuberculosis in our country is. still enormous. 
The National Tuberculosis Programme is making 
a steady progress from a modest and difficult 
beginning and has been able to make some 
strides. Most of our major districts have been 
provided with Tuberculosis Centres to organise 
tuberculosis case detection, treatment and 
preventive activities through the peripheral 
health and medical institutions. Moreover, we 
have organised ourselves to take these facilities 
to the door-steps of the people through the 
Multi-purpose Health Workers and Village 
Health Guides. With the inclusion of 
Tuberculosis Control in the 20 Point Programme 
of the Government, a new thrust has been given 
to the expansion of activities under the 
Programme. The achievements made during 
Sixth Plan period which has just ended, can 
givé uS some sense of satisfaction. The new 
tuberculosis Case detection activities improved 
significantly all over the country; the Primary 
Health Centres are actively involved in the 
programme and their performance shows 
distinct signs of improvements, and the 
Provisions made for supply of essential material 


80 


and equipments, and anti-TB drugs substantially 
augmented. Nevertheless, we are awale that 
much more has still to be done and we have 
miles to go. The constraints of resources are not 
allowing us to expand the activities as Quickly 
as we desire. However, the thought of what is 
left undone has to spur us forward with 
redoubled energy and enthusiasm. We cannot 
rest or become complacent when millions of 
persons are suffering from this disease in our 
country and more than three hundred thousand 
are succumbing to it every year. We are, 
however, on the right tfack and have to move 
forward with confidence and determination to 
achieve our aim. On the 19th of this month, 
which is the birthday of our beloved late Prime 
Minister, Smt Indira Gandhi, we are embarking 
on a programme of universal immunisation of 
our infants against the dreaded diseases like 
diphtheria, whooping cough, tetanus, 
tuberculosis, measles and polio. We hope to 
cover all the children by 1990. | am mentioning 
this here as Tuberculosis is included in this 
package. 


Our Prime Minister Shri Rajiv Gandhi has given 
a call to improve our efficiency in working. We 
have to consolidate our gains during the 
Seventh Plan period which has just begun and 
ensure that each and every health and medical 
institution and the field workers work to the 
best of their capacity and utilise the meagre 
resources available for achieving maximum 
gains. 


The Institute can well be proud of the fact 
that besides the formulation of National 
Tuberculosis Programme, it has _ trained 
thousands of health personnel of different 
categories from all over the country in the 
organisation of tuberculosis programme. The 
methodology adopted by the Institute for 
training of both medical and para-medical 
personnel as one team, has been instrumental in 
the successful implementation of the 
programme on a uniform basis, throughout the 
country and is a significant achievement by 
itself. The research studies carried out by this 
Institute have also been appreciated and have 
attracted the attention of tuberculosis workers 
around the world. 


| have, however, to sound a few words of 
caution. There is often a tendency for 
institutions which have done good work to rest 
on their oars. For any institution, this would be a 


sign of decay and stagnation, which must be 
avoided. Jubilees and anniversaries are naturally 
the occasions to celebrate and rgoice. At the 
same time this is an cccasion also that each 
member of the Institute should seek an answer 
to the question as to how far it has been 
possible by him to fulfil the purpose for which 
the Institute was created; what has been his 
contrioution; what has been the pitfalls and 
failures which could have been avoided, and in 
What direction the Institute should forge ahead 
to meet new challenges, take up the unfinished 
tasks and improve its working still further? | am 
quite conscious of the fact that all the good 
work done by the Institute and the name it has 
earned in the scientific field has been possible 
only because of the commitment and the 
dedicated work of its staff and the vision and 
continued guidance by my Ministry. | wish to 
congratulate each one of them for the valuable 
contributions made for the development of the 

Institute, to its present level of eminence and 
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have every hope that the future challenges 
would also be met courageously. | can assure 
that the Institute would continue to get our full 
support for its further development in the 
ensuing years. | am sure, the presence of Dr 
Mahler here, today would stimulate and enthuse 
you all to re-dedicate your services for further 
strengthening of the Institute so that it can 
occupy its rightful place and position in the 
international field. 


Before | conclude, on behalf of the 
Government of India and my own behalf, | 
would like to thank the Government of Karnataka 
especially the Chief Minister of Karnataka for all 
the support and help given to the Institute all 
these years and hope that it would be available 
in future also. Also, | thank the Health Minister of 
Karnataka for his support and his guidance to 
this Institute, and | wish the Institute a glorious 
future and all success. 


Thank you. 


ADDRESS BY CHIEF GUEST, DR. H.T. MAHLER DIRECTOR GENERAL, WORLD 
HEALTH ORGANISATION 


Madam Chairperson, the Union Minister of 
Health and Family Welfare, your Excellency, the 
Chief Minister of Karnataka, and your Excellency 
the Minister of Health for Karnataka, as for the 
rest of us, | hope, | can call you friends, 
without further protocol. It is a very very 
difficult problem for me to be here. Either | am 
given to emotions and then | can’t speak or | 
will try to overcome my emotions and try to 
communicate a few very personal reflections 
about my relationship to India, to its 
tuberculosis programme, to this Institute. | feel 
a little bit like what your poet Rabindranath 
Tagore has said; more or less | came to this 
feast to play my instrument. | have done all that 
| could. | have tried, however my little 
instrument was very very insignificant, as 
compared to what all those who are not with 
us today have done in this remarkable struggle 
to face after the realities of coping with 
tuberculosis as a public health problem, as a 
serious one, in this wonderful country of yours. 


Twenty five years is certainly no more than a 
flash in human history, though in a person’s life 
it is quite a lot. And what | would try in the 
coming minutes would be perhaps try to 
convey a little bit of the atmosphere of the 
fifties in the field of tuberculosis in India, and 
the kind of very exceptional excitement that 
existed prior to the creation of this Institute. 
But, before doing that somehow | have to 
justify my love affair with your country, and it 
really goes back to 1951 when Rajkumari Amrut 
Kaur was the first Union Health Minister and she 
called me up, after | had been for a couple of 
weeks with Dr. Benjamin with whom | shall 
come back in a moment, she called me up and 
asked “Mahler, why have you come to India, 
do you have a Scandinavian guilt complex 
about poor Indians?” Because she was very 
aggressive always, “or have you come to make 
a nice career in WHO?” it would seem so by 
now, “or have you come to help me?” Well, it 
was very difficult for me to answer because 
really | was very young and | was very much 
immature. | could only say, “Madam Minister, 
my family always had ae very special 
relationship to India because my mother was 
very deeply deeply impressed by this fantastic 
person that Gandhi was, and therefore it was a 
kind of daily bread and butter in my family - 
India. So, | would like to come, but | also 
would like to believe that | have come to try to 
help you’. “So”, she said, “well, we will see, | 
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will look you over for the coming months. If | 
like What | see, | shall give you the unique 
privilege that | shall treat you like any other 
Indian.” And, for me this was the greatest 
challenge in my life. It was an opening given to 
me that | had a right to be here, if somehow | 
could prove it to myself and to my other 
Indian friends, But, quite clearly in my life and | 
hope it will not be misunderstood — when | do 
not think aloud very very many Indians who 
have been my Gurus in so many ways and 
many of them present here today, but one of 
them towers very high, whom | consider as 
close as a son can get to his father — Dr. 
P.V. Benjamin. No other person in my personal 
life, has shown me what it is to have motivation 
for cause, what it is to have courage; what it is 
to have the taste for risk taking, what it is to be 
willing to sacrifice even if the risks you take 
sometimes fail. And | think that you will forgive 
me when | relate him to Rajkumari, because | 
remember sitting in his office one day in 1957 
or something like that and Rajkumari called 
Dr. Benjamin and said, “l am sick and tired of 
listening to this tuberculosis problem in India. 
Everyoody can handle this. We will bring all 
the 5 million cases to Delhi, put them into a 
tent, we will treat them in 3 months and we 
will do away with the tuberculosis problem”. 
This was how Rajkumari reacted to problems, 
and | think it was a good challenge to all of us. 
But | also remember Dr. Benjamin saying, “do 
you remember where | put my resignation last 
time she called me, please let it go, it was in 
which drawer?” because he always had his 
resignation in one of his pockets and he did it 
not as | said. But, he always tolc+me “be ready 
to go when you feel they no loner are 
realising your talents” and he used to say “if they 
do not want my talents in the Government of 
India, so be it, | shall be a happy man to leave 
the battle front”. | think he was the one who 
right from the beginning was very concemed, 
when we were trying to sell BCG as the one 
and the only control tool in tuberculosis. He 
kept on always in those days saying that we 
cannot keep on forgetting those millions and 
millions who have tuberculosis today. And, he 
felt increasingly, as we moved on in the 1950's 
and as we started getting the first results about 
chemotherapy, the moment has come that we 
bravely must look into the possibilities of 
having 4 National Tuberculosis Programme not 
only with the immunisation, but also finding 
and treating the cases. And, those were the 


days you will not understand, WHO was 
happily exporting the western model of 
tuberculosis to India all over the places. In 
Bombay, Bihar, Patna, Delhi, Trivandrum, 
everywhere you were seeing WHO/UNICEF 
supported so_ called western model 
tuberculosis centres, that in my humble opinion 
left very little behind and had very little 
relationship to India’s real problems. 


India already then was a huge country with 
its hundred thousands of villages, with its 
exploding population, and | think it was very 
clear that this western model just wouldn't fit 
into a country which right at the inception of 
its independence said social equity shall be 
the beacon light for all of us in this country, 
and | think the then Prime Minister Jawahar Lal 
Nehru has said many thousand times, that this 
shall always be our guiding principle — social 
justice, social equity. So, the idea of training 
thousands of European type specialists, of 
creating tens of thousands if not hundreds of 
thousands of tuberculosis beds, running 
thousands of mobile X-ray units or creating tens 
of thousands of tuberculosis specialised clinics, 
that would not seem really to be a goal in 
India’s reality, though the medical profession 
very largely hoped that this would be the 
model everyoody was going to emulate in 
India, because, medically it looked a very 
attractive model — that western one. But, again 
when you look at the balance in the equation 
between the technological knowledge on the 
one hand and the size of the problems and 
the resources available or that could be made 
available in India, if you try to balance that, it 
was very clear to Dr. Benjamin, that not only 
did we have to deviate from the western 
model, but we have got to literally repudiate 
that western model totally if we were to move 
forward and generate what was a true national 
tuberculosis programme in the spirit of social 
equity. And that was the background — why 
this NTI, this National Tuberculosis Institute was 
created. And, | think right from the beginning it 
had a very very courageous kind of foundation, 
and | am sorry to say that neither in developing 
countries nor in WHO has there been any 
repeat performances of the courage that went 
into this Institute. | still think it stands alone in 
the world of having created the total line from 
basic research in the laboratories in Madras, up 
to the operational research in the field 
application of all knowledge. It is the only 
Institute | am aware of which deliberately 
included Sociologists -and Health Economists 
together with the other medical specialities, in 
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order as one single team, to face up to this 
incredible challenge of formulating within no 
more than 2 years, India’s National Tuberculosis 
Programme. This was once more Dr. Benjamin's 
impatience. Most of us would have liked to 
continue for 5 or 10 years with research. He 
said, nO doing, no way that India’s millions of 
tuberculosis patients can wait for yet another 5 
to 10 years of research, you have a maximum 
of 2 years and we shall start. So, we have then 
somehow to look in 1958, 1959. Well it took 
about 2 years to argue about what this Institute 
might be all about, and many of my friends 
here have been screaming that this was going 
to be the greatest monstrosity of a white 
elephant, including the then WHO Regional 
Director who himself was an Indian, and he 
said “| shall never forgive you Mahler for getting 
involved and for being a contributor to creating 
such a white elephant”. | must say, 4 years later 
he came back into my room when | had 
returned to Geneva and he said, ‘“‘you know 
Mahler, | find it very difficult to make any kind 
of admission. But, | will grant you, it is now a 
grey working elephant’. But, the challenge was 
how will we go about simplifying our 
knowledge that we then had of technology 
without reducing its epidemiological 
effectiveness without sacrificing scientific 
soundness, without sacrificing social relevance, 
and without sacrificing economic affordability 
not only for the privileged, but for the whole 
Indian people. So, clearly we had to bargain 
for tremendous savings in this adaptation 
process, and this was where an other kind of 
child of Dr. Benjamin, and | hope that you will 
forgive me for mentioning his name so often. | 
lived so close to him and | know every step on 
how the Madras Chemotherapy Centre was 
created and the battles that were fought before 
it came into existence. But, by then we had out 
of Madras what amounted to a_ revolution 
internationally in tuberculosis, that no longer 
did we have to be obsessed about the diet of 
the patients, no longer did we have to be 
obsessed about him being in a hospital bed, 
being given very _ individualised _ clinical 
consideration. So, we had that clause. We also 
had a remarkably cheap standard drug regimen 
that could be applied with great success IN the 
overwhelming majority of tuberculosis Cases IN 
India. So, all of us thought we could start if we 
had the guts and the courage to start thinking 
about those millions of cases in India, thinking 
about what social equity and justice could 
mean in handling India’s tuberculosis problem. 


We had the problems about getting around to 
a relatively cheap and simple diagnostic 
techinque because it was, to at least most of 
us, quite obvious that we couldn't make use of 
routine X-ray screening in order to get them 
but that after some hesitation - and | shall 
come back to that in a moment, we settled for 
the idea that direct microscopy may do a 
remarkably good joo for those people 
spontaneously presenting themselves with 
certain symptoms, that might hint at 
tuberculosis. But, how with such extreme 
simplifications were you going to apply that 
through the old system? Clearly the westem 
model could not do much with simplification. 
If we were to bring these facilities or these 
new concepts of technology to the people, 
then tuberculosis services could by no way be 
simply applied through tuberculosis specialists, 
in the conventional medical sense, but they will 
have to be carried out by any health facility 
and so in this country became baptised the 
highly controversial idea which — remains 
controversial to this very idea that tuberculosis 
thou shall be integrated in the general health 
system. As | say, it was felt that the National 
Tuberculosis Programme for India, in terms of 
case-finding and treatment could be done, by 
diagnosing and treating all those people who 
felt, | underline who felt that they were ill and 
who in one way or another knocked at the 
door at some time at any kind of health facility 
anywhere in the whole country and | underline 
anywhere in the whole country. Now, this may 
to you seem a very simple and very clear, 
perhaps some of you believe even in saying 
naive today, but | can assure you, 25 years ago 
it was bloody revolutionary approach. Indeed, | 
believe in all in modesty, as an NTI chauvinist 
as | must be, and on behalf of NTI’s ideology 
What | would call the spirit of NTI that the 
various sociological studies which were carried 
out in this place made the fundamental 
distinction between manipulating people and 
between enabling people to participate in their 
own health — a fundamental distinction which 
still Is not being made in the overwhelming 
majority of health programmes where 
manipulation is the order of the day. Now, 
once we had got there, it did not take long for 
this Institute to give a reasonable degree of 
proof, that such an idea, such a formulation of 
national programme was indeed perfectly 
applicable. Some of you have suffered from 
this, Dr. KN. Rao was one of those who 
volunteered to let some of the districts 
undergo this kind of a test run, but | think it 
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was quite clear that this Institute felt that we 
have a right to fight for this concept of 
integration of tuberculosis in the existing and 
involving health infrastructure in India, and 
thereby covering progressively throughout India 
the felt social needs in tuberculosis. It is true 
that because of the slow chain reaction in the 
epidemiological process of tuberculosis, we 
had no illusion that this programme would 
have more than a gradual impact on the 
transmission of infection and here | would last 
like to say from the international point of view 
something which is very important to me. In 
this !nstitute we did not have a WHO idea 
being sold, as has been in the case in so many 
other programmes and in so many other 
countries. We were bitterly criticised both by 
the regional office in Delhi, as well as by WHO 
headquarters for this what they called not 
revolutionary approach, but completely crazy 
approach that was being formulated in NTI. 
And, | wish that many of you could have been 
present when these ideas came out. | can only 
tell you that the dividing lines were not national/ 
international. There were group of people who 
very sincerely wanted to give the best to the 
Indian people, but who violently disagreed on 
how to go about it and there was a lot of 
blood shed in these days, and | pay a lot of 
trioute to all of those who went through this 
very traumatising process of trying to reach 
consensus, On what might be good for the 
Indian people and not only good for your own 
professional ego. So, it was in other words a 
true national/international endeavour in the 
sense that WHO later has formulated it. WHO is 
not a multi-national Company or super national 
organisation. It can only operate if it has not 
just got sympathy for the predicament of the 
hundreds of millions of Indians, but if it has 
empathy with the sufferings of these hundreds 
of millions of Indians and if WHO can be 
accepted as we were in this Institute and 
thanks to Dr. Benjamin we were accepted as 
friends and associates, not as people coming 
from Mars or any other place. Because of that 
and that is what the Chief Minister referred to 
and | hope you will forgive me, for what | am 
going to say now; but, it follows on what you 
said. | think it is hurting me, as has always been 
hurting me that | think in India, it is more 
difficult to be recognised as a prophet in your 
Own country, than in any other place | have 
known. | am not speaking about myself. | 
would love to believe that | was an Indian, but 
that privilege | may get in my next life, perhaps 
Not in this one. 


But, it is incredible that India having created 
the revolution in tuberculosis whether it was 
through its enlightened Gurus, the Madras 
Chemotherapy Centre, the extension of the 
sociological and operational research capability 
of this Institute, the very concepts of 
integration, the very concepts of creating teams 
that would manage the managerial teams, the 
first application ever of operations research on 
a systematic basis in the world, and | am sorry 
to say a very little has happened since. All this 
was done in India and late in 1964, and, Dr. 
K.N. Rao once more is a witness to the Expert 
Committee of WHO, which enshrined the total 
Indian experience in what has since then 
become the holy book for tuberculosis control 
everywhere in the world and all of this had 
come out of this country. But, | have never 
heard here in India, anyoody being particularly 
pleased or enthused about this. That is what | 
meant by prophets not being easily recognised 
in this wonderful country. That Expert 
Committee from 1964, is as valid as it is today 
and does indeed enshrine the spirit of NTI and 
if you want to know something very interesting, 
if you look at the world in which we are living 
today, where there is very little solidarity on the 
international scene, if there is any at all, may be 
there is a little bit of charity. But, this Expert 
Committee which came out of India has given 
at least a net profit to the rich countries of 
between 10 and 20 billion dollars because 


they could stop construction of the hospitals, 


because they could get down all of them to 
standard chemotherapy at-cheap rates. So, this 
once more show that each time the rich 
countries do believe in inter-dependence, even 
when it looks as if all of this that was done in 
Indian tuberculosis was primarily -for the 
developing countries, but the rich countries 
have been reaping a very rich harvest indeed. 
So, the rich countries have been making 
tremendous profits of all that has India too? 
That is perhaps and now | am starting saying 
for all of us Indians a more painful question. 


Well, if you look at the epidemiological 
problem it is true over the 35 years or so since 
independence, | think it looks slightly better. It 
certainly doesn’t look worse, | think it does 
look better — the problem, generally the health 
problem. | think it is a remarkable achievement, 
that you have been able to go from a life 
expectancy of 32 to 51; it is a staggering 70% 
increase, which | think is an absolutely fantastic 
thing, again something to be tremendoulsy 
proud of, that India has been able to do that. 
May be our little effort in tuberculosis also 
played a little role, in contributing to this 
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change in life expectancy and without being 
too romantic today it does seem that fewer 
children are being infected and at a later age. 
And that somehow should have a 
concomitantly lower risk of disease than it was 
25 years ago. And, it is true that the incidence 
and prevalence, well it doesn’t seem that it 
moves very fast, it keeps on being roughly the 
same. But, | think that when you look at this 
upward shift in the age of the first infection 
and in the median age of cases too. If you look 
at that, well | think we can look forward with a 
considerable degree of epidemiological 
optimism that we are on the right track in 
regard. to the so called epidemiological 
problem of tuberculosis in India. Of course, it 
is One thing to say that this is how it looks and 
an other thing is to say, has that relatively 
optimistic assessment anything to do with the 
India’s National Tuberculosis Programme? That 
correlation as we all know is very daisy one as 
that. Because, we: can by no means be certain 
that this slightly favourable trend has anything 
to do with whether the control policy as 


formulated here, as enshrined by the 
Government of India and by the State 
Government and that policy is indeed 


effectively and efficiently at work today, that Is 
still a question mark. Clearly, we have trained 
personnel, we have provided supplies and 
equipment, but has a programme been running 
more on failure tracks or on success tracks? 
Certainly, tremendous variations from State to 
State and even within states, but it is a painful 
question to us, because still we know that we 
cannot run away from the fact that we still only 
getting hold of a minority of the serious cases 
and we are only among those curing still 4 
relatively low proportion of these detected 
cases. So, you keep on asking yourself why Is It 
that they don’t complete the treatment, why iS 
it that they don’t seek treatment or they wait so 
long. Supposing our strategy really had been 
fully implemented would we have seen 
something more dramatic in the decline of the 
tuberculosis problem or is it somehow that we 
became fossilised in NTI being so proud of 
being able to formulate a national programme, 
that we didn’t look at other kind of options; 
options that were more closely related to the 
potentials of the infrastructure of didn't we 
look at the need for the infrastructure to adjust 
itself to deliver a good tuberculosis 
programme, if that was a right kind of a policy 
These are all questions that we posed to 
ourselves again and again every day in this 
building 25 years ago, and | think that it will 
have to be asked these problems and we are 
by no way have we finished doing the research 


studies required in order to ask a string of very 
painful questions in regard to the National 
Tuberculosis Programme in our country. 


Now, and here | come with another 
controversial kind of suggestion. | also insisted 
on that suggestion 25 years ago, and since | am 
becoming an old man, | tend to repeat what | 
said 25 years ago, | do believe that if we want 
to face after the truths of the non-delivery or 
the not satisfactory delivery by the infrastructure 
of programme like tuberculosis, then NTI 
should be allowed to broaden its base for 
doing health systems research in the true sense 
of that in truly looking not only at the 
impediments of tuberculosis, but truly looking 
what are the impediments in the infrastructure 
for delivering tuberculosis. It could do that as | 
believe so many of us desperately wanted it to 
do 25 years ago, it could do that without 
losing its mission for the tuberculosis problem 
because, that is not what | propose. But it must 
have that possibility of looking at the broad 
managerial constraints of the infrastructure and 
to try to come forward through the Ministry of 


Health at the Union level, or at the State level, 


or at the district level or wherever it may be 
with some reasonable kind of conclusion. But, 
here if | may say one thing and perhaps | am 
already getting far too long, one thing which 
always bothers me and that is, how we 
measure Our impact? First of all | think it is true 
that one should never forget the past, but you 
must forgive the past; so, we must forgive our 
own kind of failures in order to have the energy 
to move forward. But, this having been said | 
also think there is something that is incredibly 
widespread in the field of tuberculosis viz., 
that we will not be satisfied unless we have an 
epidemiological impact. Now, | don’t think if 
you go to the villages in Tumkur or any other 
part of India and you ask some, “can you 
understand What an epidemiological impact 
is?” | don’t think they can. But, they can 
understand if somebody, if a daughter in the 
home can be treated and cured and can live a 
socially and economically productive life or 
whatever it may be they can understand, and 
what is wrong with that? Isn’t that more 
important:than any epidemiological impact? 
Even if we had no epidemiological impact, it 
we could treat everyoody to bring them back 
to a socially and economically productive life 
as IS WHO's definition in the Health for All 
strategy, | think it would be, | think it is a 
fantastic thing. So, | just would throw that in 
not that | want to give up that we should go 
on measuring Our epidemiological impact and 
whatever, and all of us want to do that, but let 
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us be clear about that our epidemiological 
technocratic reference system does not 
correspond to people's social pattern system, 
and that is more important to satisfy people 
than to satisfy our own scientific vanity 
complex. 


| think as we look into the future it is obvious 
that we need better technology and | think 
again that this country has never been willing to 
take the credit for first having politically 
committed itself and aggressively committed 
itself to BCG vaccination and then this very 
same country has the courage to say, we are 
not sure that BCG works, but we are going to 
find out. You give me any other country which 
would dare to do that. And | can only tell you 
that when | was together with Dr. Benjamin in a 
meeting in Delhi, both of us were said by 
some of the outstanding experts in the world, 
to be social criminals, with these very words, 
of dreaming of doing yet another BCG study 
and doing it In such a way that we will find 
out by withholding the vaccination from a 
control group. Well, this was done in India. This 
takes an almost spiritual Courage to do such a 
thing, to face up to such an ethical challenge. 
When you have scientific doubts you want to 
know the truth. 


| pay the highest tribute to this country for 
having been able to make such a monumental 
decision in Science. So, today we are left with 
this consequent from India which is bothering 
countries all over the world and even now we 
say yes, BCG is still reasonably good in infants 
and children it may still do quite a good deal 
of good there. But, it is quite clear that it is not 
such a smart tool as so many of us thought it 
was and we were screaming that is really the 
thing to eradicate tuberculosis, since it doesn’t 
work all that well with adolescents and adults 
atleast not in South India. So, we have to get 
hold of something much better than that. The 
direct microscopy tool, most of us who are 
fanatics — and | am one of those, say that is the 
most fantastic diagnostic tool, but it is the 
fantastic diagnostic tool if you have it done up 
here in NTI and you bring in the cases here and 
everything is supervised, controlled and every 
step is followed one by one by one — of 
course it is a smart tool, remarkably cheap and 
Practical tool. But any little thing which brings 
breakdown in the chain process of collection 
of sputum etc., etc, down to the reading, 
anything which breaks down will reduce its 
reliability very much indeed. So, again | think 
we have to admit that it is epidemiologically a 


beautiful tool, but it is not all that good a tool 
in an integrated tuberculosis programme. We 
also have a chemotherapy. Some of us started 
treating for 36 months, we now should be able 
to treat with 6 months and if we have the 
courage not to discontinue our research, | for 
one am certain that with the new family of 
drugs coming up that we will be able to get 
down to a few weeks of treatment within the 
next 5 to 10 years. Now, if you can get a better 
diagnostic tool, a better immunising tool, a so 
short chemotherapy that it will only last for 
couple of weeks, well then we are really in 
business for the purpose of integrating in the 
general health services and we know that 
infrastructure has very many other problems to 
cope up and there is a limit as to how much 
they could do in order to keep tuberculosis on 
the proper track without having better 
technology than we have today. | think we are 
going for that. | think there are good chances 
that we shall get both better immunising 
agents. We have started that programme very 
aggressively. So, | think we shall get a smarter 
diagnostic technique before the year 2,000 and 
| think we shall get this chemotherapy. 


| would like here to express the words of 
deep gratitude not only to NTI, but to the 
Madras Chemotherapy Centre for not giving up, 
for keeping on going with shorter and shorter 
chemotherapy courses and to do it with a 
scientific credibility that makes it publishable 
anywhere in the world and nobody can say 
that it has not been done in a proper way. But, 
we always live with the problem, that one of 
the rebels, the great revolutionaries that 
perhaps only person like Benjamin could 
tolerate i.e. Dr.D. Banerji, but he could also 
tolerate him and that says a lot about the spirit 
in this house over there and Banerji used to say 
that the National Tuberculosis Programme was 
made to sink or sail with the general health 
services. Because, even the simplest technology 
if it is not properly deployed and utilised by 
that infrastructure, just will not move, will not 
control tuberculosis, will not meet people’s felt 
needs. So, if technology is only available to the 
privileged few as we know is very simple in all 
developing countries, then obviously | would 
maintain that it is not properly used. So, you 
think paraphrasing Dr. Banerji, | suppose today 
we can say that we have a half sunk 
tuberculosis ship sailing slowly forwards in the 
stormy waves of integration. | put this to you, 
because | believe it will be a very arduous task 
for all of us to continue to help each other to 
go on with the battle. You can say if you are 
defeated, “Oh! we know that tuberculosis lastly 
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went away in rich countries because of socio- 
economic development”. Yes, but is that what 
we have committed ourselves, to wait for 
others to do the job for us when we know that 
there is possibility to do something for tens 
and millions of cases of tuberculosis in India 
before the year 2,000? Clearly we are not just 
going to sit back and say well, some day 
everyoody will be so well off, will have so 
nice a house, will have so much education, will 
have all of these kinds of developmental 
material goods, so that tubercle bacilli will run 
scare and go away which we know they will. 
But, clearly in the meantime we have a sacred 
task, a moral obligation, to help all those tens 
of millions of Indians and their families to feel 
that something is being done for them to give 
them that kind of acquisitivity without which no 
development will take place, atleast not at a 
reasonable speed. So, we have our role in the 
overall economic and social development by 
making our contribution in the field of 
tuberculosis and | think the Government of 
India and the State Governments have adopted 
the collective goal of all WHO member states 
which is the Health for All by the year 2,000, 
enabling everyoody anywhere to realise the 
physical, mental, social and spiritual potentials 
and it is within that framework of primary 
health care and social equity as the basic 
doctrine in Health for All that. we shall go on 
fighting for making our tuberculosis programme 
better and better day by day. 


| have already conveyed to you on what 
should and | apologise but let me say looking 
back with your permission quoting 4 
philosopher in the place where | was born, not 
in the place where | lived which is India, 
Kaffegaurd who said ‘Life can only be 
understood backwards, but it must be lived 
forwards”. So, looking backwards | you may 
think that all these nice papers having been 
produced by NTI is great, or you May say that 
it is also great that the trend of tuberculosis In 
India does not look all that bad. But, | think 
what is infinitely more important about this 
Institute -and that puts on you who have the 
privilege to work in this institute and Madras 
and all the other kinds of fighters on the front 
line of tuberculosis, it puts on you 4 Very 
special moral challenge and ethical challenge, 
because the philosophy from here and 
nobody, | think, will deny, lead straight into the 
concept of Alma Ata Declaration and sauegits 
primary health care. All the ideas were taken 
straight out of the battles up In that building up 
there, and that became the collective policies 


unanimously adopted by all WHO member 


states representing 99.8% of the world's total 
population and once more being enshrined in 
the value system of Health for All by the year 
9000. You cannot run away from the 
responsibility however much you would like to 
do so, but | hope it will serve you as 4 real as 
a positive kind of ethical challenge in order to 
master what Dr. Benjamin had, courage, 
imagination, will to take risks and to pay 


for it, if necessary, making the necessary 
sacrifices. So, | am sure that the spirit of NTI 
will survive and | am sure that you will be able 
to mobilise the foresight and the creative kind 
of spirit required. It will be tough but then 
when it is tough atleast you will have that great 
satisfaction that you will be building the future, 
rather than just undergoing It. 


Thank you very much. 


VOTE OF THANKS BY DR. G.V. J. BAILY, DIRECTOR, NATIONAL TUBERCULOSIS 
INSTITUTE, BANGALORE. 


It is my privilege and pleasant duty to 
propose vote of thanks. 


It is not the usual practice and custom with 
us to express or convey formal thanks to a 
member of our own family. We can probably 
claim, that Dr. Mahler belongs to us, and this 
Institute is his baby which is now 25 years old 
and he has very kindly agreed to grace this 
occasion, to have a glimpse of its growth and 
development during the last nearly two 
decades. We are extremely grateful to you, Sir, 
for this kind gesture and have every hope that 
you would continue to guide and inspire us 
and visit us again at your convenience in the 
near future and stay with us for a longer 
period. 


We are grateful to the Union Minister for 
Health & Family Welfare Smt Mohsina Kidwai 
for kindly sparing time to be with us on this 
happy occasion. We are extremely grateful to 
you Madam for this kind gesture. 


We are fortunate to have in our midst the 
Chief Minister of Karnataka, Shri Ramakrishna 
Hegde, who in spite of his preoccupations and 
busy schedule, consented to deliver the 
inspiring Silver Jubilee Address. We are grateful 
to you Sir, for agreeing to participate in this 
function. 


We are thankful to Dr H.L. Thimmegowda, 
Minister for Health & Family Welfare, 
Government of Karnataka, for sparing his 
valuable time to come and participate in the 
function 


Our grateful thanks to Dr U Ko Ko, Regional 
Director, WHO/SEARO, New Delhi and to the 
officers of the WHO/SEARO, New Delhi for all 
the support and generous aissistance to the 
Institute 


We are extremely grateful to Shri PK 
Umashankar, Additional Secretary Health, Shri 
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S..V. Subramaniyan, Joint Secretary and Dr D.B. 
Bisht, Director General of Health Services, for all 
the guidance, support and leadership provided 
to this Institute and we are thankful to them for 
gracing the occasion. We are grateful to Dr 
S.P. Gupta, for his constant guidance almost on 
a day to day basis. He has been a moving 
spirit for the development of National 
Tuberculosis Institute all these years and has 
provided all guidance for the arrangements 
made this afternoon. 


To all the veterans and respected senior 
colleagues in the tuberculosis field and other 
eminent experts who have travelled long 
distances from different parts of the country to 
participate in this function, we express our 
grateful thanks. 


The first training course was Organised at the 
Institute in May 1961, in which 6 medical 
officers participated. We are extremely glad to 
have with us 5 medical officers out of the first 
batch to participate in this function today. We 


are thankful to them to have come over here 
and joined in the celebration. 


We have been very delighted to welcome 
the delegates from SAARC countries who have 
nicely timed their visit to join this function. 


To all other Government departments like 
Central Public Works Department, Karnataka 
Electricity Board, etc., who have helped us in 
organising this function, we express our 
sincere thanks. 


| To each one of you present here today 
including members of the Press, Doordarshan 
Kendra and All India Radio, Bangalore we 


express Our gratitude for participating in this 
function. 


Before | conclude, | like to express my 
personal appreciation and thanks to all the 
members of the Institute for their support and 
assistance in organising this function. 


CELEBRATIONS IN THE STATES 
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ANDHRA PRADESH 
Chittoor 

Eluru (West Godavari) 
Hyderabad 


ARUNACHAL PRADESH 
Pasighat 


ASSAM 
Kamrup (Guwahati) 


BIHAR 
Dhanbad 
Dharoanga 
Patna 


GUJARAT 
Baroda 
Junagadh 
Mehsana 


HARYANA 
Karnal 


HIMA CHAL PRADESH 
Mandi 


JAMMU & KASHMIR 
Sopore (Baramulla) 


KARNATAKA 
Bijapur 

Dakshina kannada 
Hassan* 

Raichur 


KERALA 
Calicut (Kozhikode) 
Trichur 


LIST OF DISTRICTS 


MAHARASHTRA 
Aurangabad 
Nagpur 

Nashik 

Thane 


MANIPUR 
Churachandpur 


ORISSA 
Balasore 
Sambalpur 


PUNJAB 
Patiala** 


RAJASTHAN 
Ajmer 

Kota 
Udaipur 


TAMIL NADU 

North Arcot (Vellore) 
Salem 

Tiruchirapalli 


UNION TERRITORY 
Pondicherry 


UTTAR PRADESH 
Dehra Dun 
Haldwani (Nainital) 
Hamirour 

Kanpur 

Lucknow 

Meerut 

Varanasi 


WEST BENGAL 
Calcutta 
24 Parganas 


MADHYA PRADESH 

Bhopal Sagar 
Chhindwara Ujjain 
Gwalior Vidisha 
Jhaoua 


* The celebrations in Hassan district was on the initiative of District TB Association, Hassan and it was 
not in the original districts selected by Govt. of Karnataka, and Govt. of India. 


** The District TB Centre, Patiala could not organise the programme due to certain problems 
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ANDHRA PRADESH 


Chittoor, Eluru (West Godavari) and Hyderabad 
were the 3 districts in Andhra Pradesh selected 
by the Central Government with the concur- 
rence of the State Government to celebrate the 
Silver Jubilee of National Tuberculosis Institute 
(NTI). 


1. CHITTOOR 


The celebrations were arranged for 5 days from 
29nd to 26th January, 1986. In this connection, 
following three activities were organised: 


(a) A Refresher Course for the Medical Officers 
of the Peripheral Health Institutions (PHIs) of 
the district and also general practitioners. 


(©) Organisation of a Health Exhibition for 
public health education. 


(c) Mass case-finding and BCG vaccination 
camps. 


Refresher Course 


The Refresher Course for the Medical Officers 
was held on 26th January, 1986 and was 
inaugurated by Dr T.C. Rajasekarappa, District 
Medical & Health Officer. Dr (Mrs) Sundaramma, 
Professor, S.V.R.R. College, Tirupathi was the 
Chief Guest, Dr Aodul Ghani, Civil Surgeon 
District Tuberculosis Officer (DTO), Chittoor 
reviewed the Tuberculosis Control Programme 
of the district. The book “Defeat TB now and for 
ever” prepared for the general practitioners by 
NTI was distributed to all the participants of the 
Refresher Course. 


Health Exhibition 


The Health. Exhibition was organised on 25th 
January, 1986. Many exhibits on Tuberculosis 
and other health programmes were exhibited 
for the benefit of the public. The panels 
supplied by NTI were displayed. The pre- 
recorded cassettes to communicate to the 
people on some of the aspects of tuberculosis 
were repeatedly played during the exhibition. 
The film on “Tuberculosis Control” was also 
shown. 


Mass Survey 


To create better awareness and to provide 
service, a mass sputum survey was organised at 
the Primary Health Centres (PHCs) at Irala and 
Bangarupalem. BCG vaccination was also 
provided for eligible children. 
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2. ELURU (WEST GODAVARI) 


A 7 day programme was organised at Eluru in 
West Godavari district from 25th November to 
1st December, 1985. 


Refresher Course 


A Refresher Course was organised at |A.DP. 
Hall, in Eluru on 1st December, 1985 which was 
attended by the Medical Officers and para- 
medical staff of the PHis and local private 
practitioners. The function was presided over 
by the Chief Guest Sri P.K. Agarwal, District 
Collector. Dr S. Brahmanandarao, Professor of TB 
& Chest Diseases, Rangaraya Medical College, 
Kakinada spoke to the participants on ‘Pitfalls in 
the diagnosis of pulmonary tuberculasis”. Dr 
G. Tippanna, Professor of TB & Chest Diseases of 
the same college spoke on ‘Laboratory 
diagnosis of pulmonary tuberculosis and 
management of patients’. Dr B. Nandaraj Singh, 
Regional Director of Medical & Health Services, 
Rajahmundry spoke on Short Course Chemo- 
therapy (SCC). Dr M.A. Padmanabham, Secretary 
Indian Medical Association (IMA) and Dr 
K. Apparao, Superintendent, Government Head- 
quarters Hospital, Eluru spoke on National 
Tuberculosis Programme (NTP). Sri M. Rangarao, 
local MLA also participated in the function. 


Health Exhibition 


A Health Exhibition was organised on 30th 
November, 1985 at the District Tuberculosis 
Centre (DTC) in Eluru. Many of the exhibits 
including the panels provided by NT! were 
displayed for the benefit of the public. 


Mass Survey 


As part of creating better awareness in the 
community, intensive BCG vaccination was 
carried out in the slum areas of the district 
Pamphlets, posters and cinema slides were 
used both at the exhibition as well as in the 
community to educate the public. Case-finding 
camps were also organised for one week along 
with the BCG vaccination programme. During 
the period, 187 chest symptomatics were 
examined from amons whom Y%5 sputum 
positive cases were detected. The remaining 
chest symptomatics were referred to the DIC 
for X-ray examination. 


3. HYDERABAD 

The celebrations in Hyderabad was organised 
under the supervision of Dr P. Gangadhar Goud, 
Director, State TB Centre (STC), Hyderabad. 


Refresher Course 

A Refresher Course was conducted at the SIC, 
Hyderabad in which many of the Medical 
Officers of the PHCs, civil dispensaries and 
some private practitioners participated. In all 94 
doctors attended the Refresher Course which 
was inaugurated by Dr Sunder Rao, Director of 
Health & Family Welfare, Andhra Pradesh. The 
film on “Tuberculosis Control” was shown to 
the participants. 


Health Exhibition 


A Health Exhibition for the public was arranged 
at the STC, Hyderabad. 


Mass Survey 


In addition to the exhibition where posters etc., 
were displayed, 15 tuberculosis camps in 
various parts of the city were organised. The 
film on “Tuberculosis Control” was shown in all 
the camps. 


ARUNACHAL PRADESH 
4. PASIGHAT 


Pasighat had a very interesting programme with 
a good community participation. Even though 
there was no Refresher Course for Medical 
Officers, the Community Health Education 
Programme was organised with the participation 
of Hon'ble Minister for Health & Family Welfare 
who inaugurated the celebrations. The activities 
were well co-ordinated among the Secretary of 
Health, Director of Health Services, Deputy 
Commissioner, State TB Officer, MLAs of 
Pasighat area, Principal and teaching staff of 
Pasighat College and the higher secondary 
school. All India Radiq and the Press also 
participated. The health education materials sent 
by NTI along with other materials available were 
displayed at the place of health education 
camp. The striking feature of the arrangement 
was to put up the history and the activities of 
NTl as @ premier Institute to highlight the 
contribution of the Institute in the field of 
Tuberculosis Control. The film on “Tuberculosis 
Control” was shown in many theatres during the 
week. 
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An intensive case detection camp and BCG 
vaccination of children were carried out during 
the week. The Health Education Exhibition was 
attended by nearly 4,000 people including the 
school and college students. 


ASSAM 
5. KAMRUP (GUWAHATI) 


Assam organised ten days celebrations at 
Kamrup (Guwahati). The ten days programme 
was divided into three activities viZ., 
(1) Refresher Course for the doctors, (2) Health 
Education Exhibition and (3) Intensive 
casefinding camps and BCG vaccination of 
eligible children. © 


The Refresher Course and the other activities 
were jointly supported by the Tuberculosis 
Association of India, IMA, Assam branch, some 
local voluntary organisations and a few leading 
citizens of Kamrup. The Refresher Course for 
doctors was organised on 16th November, 
1985. It was held in the lecture hall of Mahendra 
Mohan Chauchury Hospital, Panbazar, Kamrup. 
The Refresher Course was presided over by Dr 
Deba Brata Sarma, former Professor of Medicine, 
Guwahati Medical College Hospital. The Com- 
missioner of Health & Family Welfare, Assam 
was the Chief Guest while the Addl. Deputy 
Commissioner, Kamrup inaugurated the Course. 


On 15th. November, 1985 the Health Education 
Exhibition was arranged at the campus of DTC 
in Kamrup (Guwahati). The film on “Tuberculosis 
Control” was shown to the people who visited 
the exhibition. In addition many more posters 
etc., were put up to educate the community. 
The recorded cassette sent by NTI was played 
all through the exhibition hours. 


Intensive case-finding camps were held for a 
week from 19th November to 25th November, 
1985 in the slums of Kamrup as well as in a few 
selected villages. BCG vaccination was offered 
to 1,191 children in 0-1 year age group and 749 
children in 1-4 year age group. During the week 
175 sputa from patients suffering from chest 
symptoms were examined and 19 cases were 
diagnosed and all the 12 cases were put on 
treatment. 


BIHAR 


6. DHANBAD 


The DTC, Dhanoad organised a 
programme from 27th November 
December, 1985. 


The Refresher Course was inaugurated by Dr 
AA. Mallick, Director, TB Demonstration & 
Training Centre, Patna. The participants were the 
Medical Officers of the PHCs, private practi- 
tioners, Medical Officers belonging to railway 
service and collieries. 


10 day 
to 5th 


The Health Exhibition was organised in the 
campus of the DTC and it was inaugurated by 
Dr B.N. Sinha, Principal, P.M.C.H. Dhanbad. The 
health education materials sent from NTI along 
with some more exhibits were displayed. It was 
attended by more than 800 persons. 


Sputum camps were arranged by the DTO and 
his team. During the 7 day camp sputum 
examination of chest symptomatics was carried 
out. 


7. DARBHANGA 


The Silver Jubilee Celebrations of NTI organised 
at Darbhanga coincided with the 25th year of 
service of the State TB Demonstration & Training 
Centre, Darohanga. Hence, it was a celebration 
of joy for the organisers. 


The State Tuberculosis Demonstration & Training 
Centre organised the function. The Refresher 
Course for the general practitioners was 
inaugurated by Shri K. Arumugam, Com- 
missioner, Darohanga division. The Chief Guest 
was Dr B.N. Dasgupta, Professor & Head of the 
Dept. of Paediatrics who presided during 
the Refresher Course. Dr Satya Prakash, Director 
of the TB Demonstration & Training Centre 
welcomed the gathering while Dr JN. 
Shrivastava, Epidemiologist of the Centre gave a 
brief account of the objectives and achieve- 
ments of NTI, Bangalore as a pioneer institute in 
the field of tuberculosis, which was recognised 
by International agencies like WHO, UNICEF and 
others for its research and training activities. The 
Refresher Course was a divisional one which 
was attended by 62 Medical Officers including 
general practitioners and Medical Officers of 
PHCs. 


8. PATNA 


As part of Silver Jubilee Celebrations a Refresher 
Course on Tuberculosis was arranged at the IMA 
Hall, Patna on 1st December, 1985. The one day 
Refresher Course was attended by Medical 


95 


Officers of PHlis, Government hospitals and 
mission hospitals including private practitioners. 
In all about 144 doctors attended the Refresher 
Course. Dr AK.N. Sinha, President, Medical 
Council of India inaugurated the Refresher 
Course and Dr U.N. Shahi, an eminent Surgeon 
presided over the scientific sessions. Dr AA. 
Mallick, Director, State TB Demonstration & 
Training Centre, Patna and Deputy Director of 
Health Services (TB), Govt. of Bihar welcomed 
the gathering. The 20 minutes colour film on 
“Tuberculosis Control” received from NTI was 
shown to the participants. 


The Health Exhibition was inaugurated on Ynd 
December, 1985 at the State Tuberculosis 
Demonstration & Training Centre, Patna. The 
exhibition was inaugurated by Dr Ram Janam 
Singh, President, IMA, Bihar. During the 
exhibition the colour film on ‘Tuberculosis 
Control” was shown to groups of people. The 
recorded cassette carrying messages of health 
education was played during the health 
exhibition. The exhibition was attended by 
social workers, medical and  para-medical 
persons, patients, their families, and community 
members. 


As part of the Silver Jubilee Celebrations an 
intensive case-finding and BCG vaccination 
programme was also organised. 


GUJARAT 
9. BARODA 


On 3rd November, 1985 a Refresher Course on 
Tuberculosis for the Medical Officers of PHCs, 
primary health unit, referral hospital, community 
health centres and others was organised at 
Bhailal Amin Hall. Active participants In the 
organisation of the Refresher Course were 
Baroda Medical Union which Is 4 branch of IMA 
& District TB Association. About 150 Medical 
Officers and  para-medicals attended the 
Refresher Course. The Refresher Course was 
inaugurated by Dr P.M. Luhar, an eminent 
physician, since the President of IMA who was 
expected to inaugurate could not come. While 
the DTO introduced the day's programme, Dr 
N.R. Trivedi, Deputy Director (TB) of the State 
gave a talk on “Tuberculosis Programme IN the 
Gujarat State’. Four eminent speakers spoke on 
different aspects of tuberculosis. The film on 
“Tuberculosis Control” which was produced 
and sent by NTI, Bangalore was shown to the 


participants. The post lunch session was 
devoted to the discussion between the Medical 
Officers of PHCs, primary health units, Deputy 
Director of Tuberculosis, District Health Officer, 
DITO and Director of TB Demonstration & 
Training Centre, Ahmedabad. The discussion 
was mainly towards organising SCC through 43 
more health units in the district. 


The Health Exhibition which was arranged on 
9nd November, 1985 was inaugurated by Dr 
N.R. Mehta, Dean, Baroda Medical College. The 
senior faculty of the medical college, office 
bearers of District TB Association, President and 
members of IMA branch of Gujarat State, 
Deputy Director of Family ‘Planning, Zonal 
Malaria Officer, District Health Officer and other 
leading persons visited the exhibition where, in 
addition to the health education materials 
received from NTI, the other exhibits on health 
received from State Health Education Bureau, 
Ahmedabad were displayed. A few patho- 
logical specimens were kept to educate the 
public. 


An intensive diagnostic camp for 7 days was 
organised. MMR mobile X-ray unit from TB 
Demonstration & Training Centre, Ahmedabad 
was brought to use during the intensive camp. 
These camps were actively supported by 
voluntary organisations like State Bank of India, 
Gram Panchayat Yuvak Mandal, Lions Club etc., 
and they also supplied MMR X-ray rolls. 


10. JUNAGADH 


A two week programme was organised by the 
DTO, Junagadh as part of the Silver Jubilee 
Celebrations. 


The Refresher Course held at Junagadh was 
inaugurated by Dr AG. Patel, the well known 
personality of Gujarat in the field of 
Tuberculosis. Dr N.R. Trivedi; Deputy Director 
gave a brief account of the objectives of NTI, 
Bangalore along with a brief outline of the NTP. 
Dr D.B. Wadhwani, TB Specialist from Rajkot, 
Jetpur district and Dr J.C. Parmar, Civil Surgeon, 
Junagadh addressed the Medical Officers and 
private practitioners who participated in the 
Refresher Course. Dr RB. Patel, DTO, Junagadh 
proposed the Vote of Thanks. 


An exhibition was organised at the Red Cross 
Building with the co-operation of the Indian Red 
Cross Society and the IMA, Junagadh branch. 
The health education materials received from 
NTl and also other health exhibits were 
displayed .in the exhibition. The exhibition was 
attended by about 9.000 persons 
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Two case-finding camps along with BCG 
vaccination were organised at Junagadh with 
the help of Jaycees, Lions Club and Village 
Sarvodaya Trust. Case-finding camps were 
arranged at Una, Prabhaspattan, Talala, Bhesan, 
Visavadar and Manavadar. In these camps 1316 
sputa were examined of which 412 were found 
to be positive. BCG vaccination camp was 
organised at Jamka, Semerala, Vadal, Banchala, 
Piparia, Bilkha, Vanthali, Akha and Tinmas. During 
the campaign 834 children were vaccinated 
with BCG. 


11. MEHSANA 


A two day programme on 17th and 18th 
August, 1985 was organised in the premises of 
Civil Hospital, Mehsana. 


A one day Refresher Course was organised at 
M.I.T. Hall in collaboration with the IMA of 
Mehsana district. About 250 invitations were 
sent to general practitioners, private practi- 
tioners and others to participate in the Refresher 
Course. The Refresher Course was inaugurated 
by the District Develooment Officer, Mehsana. 


A Health Exhibition was organised on 17th 
August, 1985. The health education materials 
and pamphlets sent by NTI as well as those 
brought out by the Health Education Bureau, 
Ahmedabad were displayed. 


Seven camps to diagnose tuberculosis cases 
were organised in Mehsana district. Mobile 
X-ray vans were made available during the 
camps. 


HARYANA 


12. KARNAL 


For celebrating the Silver Jubilee of NTI, the 
DTIC, Karnal was given a face lift with minor 
repairs, colour wash etc. 


A Refresher Course on 4th December, 1985 was 
inaugurated by Dr Ghanshyam Sharma, Director 
of Health Services, Govt. of Haryana. The IMA, 
Karnal branch participated in the celebration 
along with the District TB Association to make 
the celebration a grand success. The scientific 
session was attended by 96 senior and junior 
doctors from all over the district and private 
practitioners of Karnal city. While inaugurating 
the scientific session, Dr Ghanshyam Sharma 
highlighted the contribution of NTI, Bangalore in 
playing a major role in research in the field of 
Tuberculosis Control and training of various 
medical and para-medical personnel for the 


District Tuberculosis Programme (DTP). Dr 
B.S. Chaudhry, Dy. CM.O. of Health, Karnal 
spoke on “Epidemiological aspects of 
pulmonary tuberculosis’. Dr R.K. Batta, DTO and 
Dr S.B. Aggarwal, Chief Medical Officer, Karnal 
participated in the discussions. The doctors 
attending the Refresher Course were given 
printed certificates by the Chief Medical Officer 
of Health. 


There was an Exhibition of Health Education on 
tuberculosis where publicity materials were 
displayed. Many people visited the Health 
Exhibition. 


To create more awareness among the public, 
slides were shown in all cinema halls of Karnal 
district stressing on the symptoms of tuber- 
culosis, where to seek relief and also to accept 
BCG vaccination for children to protect against 
tuberculosis. 


The pre-recorded cassettes sent by NTI were 
played at intervals in the O.P.D. wing hall and 
also in the TB wards. 


Special Tuberculosis Camps were organised in 
14 villages of the district to identify chest 
symptomatics for soutum examination. BCG was 
offered to children in these camps. In addition, 
sputum camps were conducted in all the 9 
PHCs in the district during which time children 
were vaccinated with BCG, and sputa were 
collected from chest symptomatics. 


Camps were also organised in the 6 slum areas 
of Karnal city to offer BCG vaccination as well as 
to do sputum examination of those who 
reported chest symptoms. 


HIMACHAL PRADESH 


13. MANDI 


A two day function was held at Gandhi 
Bhawan, Mandi on 29th and 30th November, 
1985. The Chief Guest Shri Thakur Kaul Singh, 
Hon'ble Minister of State for Health & Family 
Welfare, Himachal Pradesh inaugurated the 
celebrations. 


The Refresher Course was organised for the 
Medical Officers and a few para-medical 
personnel of the district, in which about 150 
Medical Officers and para-medicals parti- 
cipated. Dr Prem Thakur, Chief Medical Officer, 
Mandi welcomed the gathering. Dr CL. 
Malhotra, Deputy Director, Health & Family 
Welfare, Himachal Pradesh, spoke on “Tuber- 
culosis”. Dr S.K. Malhotra, DTO, Mandi spoke on 
“Diagnosis of pulmonary tuberculosis”. Dr 
RP. Tandon, Block Medical Officer, C.H.C. Ratti, 
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Dist. Mandi spoke on “Chemotherapy in tuber- 
Culosis’. Dr RS. Chandel, Medical Specialist 
District Hospital, Mandi spoke on “Prevention of 
Tuberculosis”. Dr Jiwan Lal, private practitioner 
and Retd. Deputy Director of Health Services 
Himachal Pradesh spoke on the “Role of private 
practitioners in the control of tuberculosis’. 


JAMMU & KASHMIR 
14. SOPORE — BARAMULLA 


A one day programme on 14th November, 1985 
was organised in the district headquarters. 


The Refresher Course for general practitioners 
was well attended. The function was inaugura- 
ted by the Director of Health Services, Govt. of 
Jammu & Kashmir, Srinagar on 14th November, 
1985. The inaugural function was attended by 
district level and tahsil level officers, education 
officers, lecturers of local colleges, teachers and 
students of medical colleges and members of 
the District TB Association. 


A Health Exhibition for the community was or- 
ganised during which period the health educa- 
tion materials supplied by NTI were displayed. 
The colour film on “Tuberculosis Control” was 
shown to groups of people during the exhibi- 
tion. Also, the pre-recorded cassettes carrying 
messages to the public on tuberculosis was 
played during the exhibition hours. 


A BCG vaccination programme to provide vac- 
cination to all the eligible children was organi- 
sed in the community in and around the DTC. 


KARNATAKA 


15. BIJAPUR 


The DTO, Bijapur organised a two day program- 
me in Bijapur. 


On 10th November, 1985 a Refresher Course for 
the general practitioners of Bijapur and also the 
Medical Officers of the PHIs in the district was 
organised at Vanitha Utkarsh Mandal Hall and it 
was inaugurated by Sri M.K. Venkataramegowda, 
Deputy Commissioner of Bijapur and Dr CR. Bi- 
dari, Consultant Physician af the town pest 
ded over the function. Dr S.B. Patil, District 
Health & Family Welfare Officer, Bijapur wel- 
comed the participants and the other eminent 
people who participated in the Seminar were 
Dr T. Ramarao, Professor of Tuberculosis, Medi- 
cal College, Dr Kalagate, Associate Professor of 
Medicine, Dr V.D. Patil, Associate Professor of 
Paediatrics, Dr S.S. Hiremath, Associate Professor 


of Preventive and Social Medicine and Dr BR. 
Desai, Associate Professor of Gynaecology & 
Obstetrics from the Medical College. Dr S.R. 
Kallur, Medical Officer, DTC, Bijapur proposed a 
Vote of Thanks. About 150 doctors and para- 
medical staff attended the course. 


On 9th November, 1985 a Health Exhibition was 
arranged, and was inaugurated by = Shri 
Subhashachandra_ Kuntia, Soecial Deputy Com- 
missioner, Bijapur. 


The two day exhibition was attended by 
hundreds of people. About 115 panels on 
Tuberculosis, Leprosy and Family Welfare were 
exhibited. In addition to the folders on 
Tuberculosis sent by NTI the Bijapur TB Associa- 
tion also printed about 2,000 folders in Kannada 
and distributed them to the public who visited 
the exhibition. The film on ‘Tuberculosis Con- 
trol” and the pre-recorded cassettes sent by 
NTI were used during the exhibition and also in 
the camps in rural areas. The film show was 
arranged in ‘“Basava Wan’. BCG vaccination was 
organised in the slums of the city as well as 
some of the backward areas. During this 
programme also the cassettes were played to 
educate the public. 


16. DAKSHINA KANNADA 


A two day function.on 8th and 9th November, 
1985 was organised at Mangalore, the head- 
quarters town of Dakshina Kannada. 


A Refresher Course for the general practitioners 
of the town as well as for the doctors of the 
PHIs was organised at the Karnataka Medical 
College Auditorium in Mangalore. It was inaugu- 
rated by Dr KM. Safeeulla, Vice-Chancellor, 
Mangalore University. The valedictory address 
was delivered by Shri Sudhirkrishna, Deputy 
Commissioner, Mangalore. The film show was 
arranged for hundred Medical Officers and 
twenty nine paramedicals who participated in 
the Seminar. 


The Exhibition was inaugurated by Shri B.R. Cha- 
lapathi Rao, Station Director, All India Radio, 
Mangalore and presided over by Dr K.P. Gane- 
san, Principal, Kasturoa Medical College, 
Mangalore. 

As part of the health education, camps were or- 
ganised to intensify case-finding and to offer 
BCG vaccination to eligible children. These 
camps were organised in the nearby areas 
including slums. With the assistance of District 
TB Association, Mangalore a camp was held in 
Bantwal. A health check up was arranged at 
Jeppoo with the active assistance of Rotary 
Club. 
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17. RAICHUR . 
Dr N. Srinivasa Rao, DTO arranged 4 two day 
function on 9th and 10th December, 1985. 


The Refresher Course for the general practi- 
tioners was inaugurated by Dr K. Hanumanthappa, 
Divisional Joint Director of Health & Family Wel- 
fare, Gulbarga who was also the Chief Guest. Dr 
G.K. Basavarajan, District Health & Family Wel- 
fare Officer, Raichur welcomed the gathering. Dr 
B.S. Nagaraja Rao, In-charge Joint Director (TB), 
Directorate of Health Services, Bangalore and Dr 
E. Venkataramana Gupta, Deputy Director (TB), 
Lady Willingdon State TB Centre, Bangalore 
participated. Dr S.B. Amarkhed, President of the 
IMA. Raichur delivered the Presidential Address. 


The Health Exhibition was organised at the DTC 
building to educate the community on various 
aspects of tuberculosis programme. The colour 
film on “Tuberculosis Control” was shown 
during the health exhibition. 


The colour film was also shown in slum areas to 
educate the public. As part of the celebration 
tuberculosis case-finding and BCG vaccination 
camps were organised in the slums and other 
parts of the district. 


HASSAN 


The District Tuberculosis Association of Hassan 
volunteered to celebrate the Silver Jubilee of 
NTI, even though Hassan district was not selec- 
ted by the Gowt. of India and the State Directo- 
rate of Health Services. 


The TB Association with the support of Lions 
Club organised a colourful function to combine 
the Silver Jubilee Celebrations with the opening 
of TB Ward. 

Shr Deve Gowda, Minister for Public Works, 
Karnataka, Dr Thimme Gowda, Health Minister and 
Mrs Sarasvathi Thimme Gowda were the Chief 
Guests. Dr P. Chandrasekhar, Epidemiologist, NTI 
delivered the key note address. The colour film 
on “Tuberculosis Control” produced by NTI was 
first shown in Hassan during the celebrations. 


Afternoon was set apart for a technical discus- 
sion on Tuberculosis Control Programme. It was 
attended by more than hundred doctors both 
in Government service and in private practice. 
Dr. B.Krishnacharya, Joint Director, Dr Nagaraja 
Rao, Deputy Director, Dr E.V.V. Gupta, Deputy 
Director, Govt. of Karnataka, Dr(Mrs) P. Jagota, 
Sr. Medical Officer and Miss M.A. Seetha, Asst. 
Training Officer from NTI, the District & Family 
Welfare Officer and other leading persons were 
the guest speakers during the technical session. 


A Health Exhibition was also arranged where 
exhibits on all health programmes including 
tuberculosis were displayed. 


KERALA 
18. CALICUT (KOZHIKODE) 


A week long programme in the district was or- 
ganised by Dr V.K. Sreenivasan, DTO, in associa- 
tion with other agencies. 


On 2nd November, 1985 which was the day of 
the inauguration of the Silver Jubilee Celebra- 
tions at NTI, Bangalore, the DITO broadcast a 
programme in Malayalam on the All India Radio 
Station of Kozhikode to inform the listners about 
NTI and NTP. The talk covered the achievements 
of the Institute during tne past 25 years with 
particular reference to the Tuberculosis Control 
Programme formulated by the Institute. 


A one day Refresher Course for doctors of PHIs 
and the private practitioners of Calicut district 
was held at the IMA Hall on 3rd November, 
1985 in which 78 doctors participated. The 
course was inaugurated by the President of the 
IMA, Kozhikode branch. During the course 
lectures were arranged and educative slides 
and charts were shown. 


A health education camp along with a BCG 
immunisation camp was conducted at Chetti- 
kulam in Quilandy taluk on 5th November, 1985. 
Wide publicity for the camp was given through 
mass media like printed notices and banners in 
important places. During the camp 521 children 
were vaccinated with BCG. 


The Health Education Exhibition was arranged at 
the Town Hall of Calicut. Apart from the PVC ca- 
lendars and panels received from NTI other ex- 
hibits like colour charts and chest X-rays were 
displayed and the sputum smear positive slides 
were focused under microscope for the public 
to understand the cause of the disease. 


The messages on the pre-recorded cassettes in 
Hindi and English sent by NTI were translated 
into Malayalam and recorded. These cassettes 
were played during the exhibition and also 
during the BCG camp. The film on “Tuberculo- 
sis Control” which was shown during the Health 
Exhibition and camp attracted a huge crowd. 


At the end of the celebrations a valedictory 
function was held in the Town Hall of Calicut. It 
was inaugurated by Dr C.K. Jayarama Panicker, 
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Principal, Medical College, Calicut. Dr V.K. Sree- 
nivasan, DIO welcomed the gathering and gave 
a brief account of the week long celebration. Dr 
N.M. Mathai, Retd. Professor of Paediatrics spoke 
on “Tuberculosis in children’. Dr C.K. Rama- 
chandran, Retd. Professor of Medicine and Dr 
K. Venugopal, District Medical Officer of 
Health, Calicut spoke on “Tuberculosis Control”. 


19. TRICHUR 


The special feature of organising Silver Jubilee 
Celebrations at Trichur was a 10 minutes talk in 
Malayalam oy the DTO over the All India Radio 
Station of Trichur on 2nd November, 1985. He 
highlighted the achievements of NT| where the 
inauguration of the Silver Jubilee was held on 
the same day. 


The Refresher Course for the general practi- 
tioners of Trichur was organised in collaboration 
with the IMA, Trichur branch, About 60 doctors 
participated in the seminar. The distinguished 
speakers were Dr Kurian Kunnath, Director, STC, 
Trivandrum, Dr S. Sivaraman, Retd. Addl. 
Director of Health Services, Kerala and Dr 
Nataraja lyer, Professor of Tuberculosis and 
Chest Diseases, Medical College Hospital, 
Trichur. The colour film on “Tuberculosis 
Control” which was sent by NTI was shown 
during the Refresher Course. 


A Health Education Programme was organised 
in the Mundassery Memorial Hall, Trichur where 
more than 300 people were present. Health 
education materials were displayed in the hall. 
The function was presided over by Dr V. Kanda- 
swamy, Principal of Medical College, Trichur. 
Rev. Dr Poulose Mar Poulose, the Caldian Bishop 
spoke on the ‘Role of general public in the 
implementation of NTP”. To highlight the 
functions and achievements of NTI, Bangalore 
Dr Rahulan, a Retd. Civil Surgeon spoke on “NTI 
and the NTP”. Sri P. Sreedharan, Editor, Express 
Daily also addressed the gathering. 


A week long case detection programme was 
held in the DTC, Trichur. Mass BCG vaccination 
camp was arranged in the nearoy PHC which 
was purposely selected to meet the needs of 
the scheduled castes and scheduled tribes 
living in that area. About 191 children were 


vaccinated. 


MADHYA PRADESH 
20. BHOPAL 


A two day function was organised at Bhopal. 


A Refresher Course for the Medical Officers of 
PHCs and general practitioners of Bhopal district 
was organised on 22nd December, 1985. The 
Refresher Course was inaugurated by Dr 
M.N. Nagu, former. Director of Medical Services, 
Madhya Pradesh. Dr T.P. Sharma, Director of 
Medical Services, Directorate of Public Health & 
Family Welfare, Madhya Pradesh, presided over 
the function. The Scientific Session of the 
Refresher Course was chaired by Dr D.R. Sharma, 
an eminent Physician of Bhopal city. Dr 
D.P. Verma, Honorary Secretary, Madhya Pradesh 
State TB Association and former State Tuber- 
culosis Officer spoke on “Diagnosis of 
pulmonary tuberculosis’. Dr GP. Saxena, 
Director STC and Hon. Joint Secretary, Madhya 
Pradesh State Tuberculosis Association spoke 
on the “Treatment of Tuberculosis’. Dr 
P.M. Pahlajani, DTO, Bhopal spoke on ‘‘Case- 
finding and case-holding in Tuberculosis”. Dr 
N.S. Ansari, Bacteriologist of the STC spoke on 
(a) Evaluation of NTP, (0) Prevention of Tuber- 
culosis with special emphasis on health 
education and (c) BCG vaccination of the new 
borns and infants. There were 49 Medical 
Officers who participated in the Refresher 
Course. Each of the participant was given a 
book “Defeat TB now & for ever’ which was 
prepared and sent by NTI. 


An exhibition for the general public was orga- 
nised on 93rd December, 1985 to educate on 
Tuberculosis and the services available. It was 
inaugurated by Dr/D.P. Verma, Honorary Secre- 
tary of Madhya Pradesh State Tuberculosis Asso- 
ciation. Many of the health education materials 
were exhibited including those _ recei- 
ved from NTI. The pre-recorded cassettes in 
English and Hindi supplied by NTI were played 
during the day and the messages were received 
well by the visiting public. The Health Exhibition 
was followed by case-finding, treatment and 
BCG vaccination camps which was organised in 


Panch-sheel-nagar, a slum area of Bhopal city. 


The colour film on “Tuberculosis Control” was 
shown in the slum area as well as during the 
health exhibition. 


The DTC, Bhopal has planned to continue the 
health education activities in the neighbouring 
districts like Raisen and Hoshangabad by dis- 
playing the health education materials received 
by NTI in these districts 
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21. CHINDWARA 


DTO, Chindwara arranged a two day pfo- 
gramme on 6th and 7th December, 1985. 


On the first day a Refresher Course was arranged 
for the general practitioners and Medica! 
Officers of. the PHIs of the district and about 
100 doctors participated. There were a few 
para-medicals also who attended the Refresher 
Course. 


Health Education Exhibition was organised 
which was well attended by the people. The 
health education materials supplied by NTI 
were used in the camp. 


22. GWALIOR 


A two day programme on 25th and 26th 
November, 1985 was arranged by the DTO of 
Gwalior with the active participation of the IMA, 
Gwalior branch and Lions & Rotary Clubs of 
Gwalior. 


The Refresher Course for the general practi- 
tioners was organised on 25th November, 1985. 
It was inaugurated by Dr CS. Anand, Dean, 
G.R. Medical College, Gwalior. Dr S.N. Babar, 
Divisional Joint Director of Health Services, 
Gwalior chaired the day's programme. Professor 
T.B. Singh, Superintendent & Joint Director, J.A. 
Group of Hospitals, Dr GS. Saxena, Chief 
Medical & Health Officer, Gwalior and Dr AP. 
Dewan, Superintendent, TB Hospital, Gwalior 
were the special guests to address the doctors. 
Medical Officers and some _ paramedical 
persons from Cancer Hospital, Birla Institute of 
Medical Research, E.S.l. hospital & dispensary, 
and some general practitioners participated in 
the Refresher Course. 


An Exhibition on Tuberculosis was arranged on 
26th November, 1985 at Jiwaji Chowk. Many of 
the exhibits received fromm NTI and a few more 
were displayed in the exhibition to educate the 
public. The public attended in large numbers 
and appreciated. The colour film received by 
NTI was shown in the exhibition. The exhibition 
was publicised in the local néws papers and 
many appreciative letters were received to 
congratulate the organisers of such an important 


and useful exhibition to educate the 
community. 
23. JHABUA 


A two day Refresher Course was organised at 
the DIC, Alirajour. Dr R.C. Pandey, Chief Medical 


& Health Officer of the district, Dr N.K. Gupta, 
DTO, Dhar, Dr S.K. Jain, Resident Medical 
Officer, District Hospital of the district, Dr 
V.K. Bhati, DTO, Alirajour spoke during the 
Refresher Course. The film on “Tuberculosis 
Control” was shown to the participants of the 
Refresher Course. 


A one day Health Exhibition was held on 11th 
November, 1985. Shri Bhagvan Singh Patel, MLA 
of the area addressed the people to educate 
them on Tuberculosis and to dispel some of the 
superstitions prevailing among the people. He 
even educated them on the availability of 
moder potent anti-TB drugs in the treatment of 
tuberculosis. Posters, charts and other health 
education materials were displayed in the 


exhidition. About 300 people visited the 
exhibition. 
24. SAGAR 


A two day function was arranged on 29th and 
30th November, 1985 at the lecture hall of the 
General ‘Nursing Training School which is 
situated adjacent to the DTC and TB hospital. 


The Refresher Course was organised for the 
Medical Officers of the PHCs, government 
dispensaries and also private practitioners of 
the district. It was inaugurated by Dr G.P. Sapre, 
Chief Medical & Health Officer of the district. 
Dr J.B. Phaye, DIO welcomed the gathering. The 
scientific session was chaired by Dr Y.R. Saxena, 
Medical specialist & Superintendent of the 
District Hospital. Dr R.D. Mishra, DTO, Damoh 
spoke on “Diagnosis of — pulmonary 
tuberculosis”. Dr J.B. Phaye spoke on the 
“Management and treatment of pulmonary 


tuberculosis”. Dr. D.C. Jain, District Health &. 


Family Welfare Officer spoke on “Prevention of 
pulmonary tuberculosis and the role of BCG”. 
The pre-recorded cassettes received from NTI 
were played during the Refresher Course. 


The Health Exhibition was inaugurated by 
Dr Mukhariya, President of the IMA, Sagar 
branch. During the health exhibition which was 
organised as part of the celebrations, Shri 
RM. Mourya, Laboratory Technician of the DTC 
demonstrated to the visitors the sputum 
collection, processing etc. Shri H.H.P. Shrivas- 
tava, Treatment Organiser of the DIC showed 
the drugs given for the treatment of Tuber- 
culosis and stressed the need for regular 
prolonged treatment. Shri K.C. Jain, Statistical 
Assistant helped the other staff members of the 
DTC in the health exhibition. 
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25. UJJAIN 


A two day function was organised on 17th and 
18th December, 1985 at Ujjain. 


The Refresher Course for the general practi- 
tioners was organised on 18th December, 1985 
which was attended by the members of the 
IMA and other Medical Officers of the General 
Health Services in the district including doctors 
from Ayurveda Chikitsa Adhikari of the district. 
About 68 doctors participated in the Refresher 
Course. Dr B.N. Sahai, Joint Director of the 
Health Services, Ujjain presided over the 
scientific session. 


On 17th December, 1985 a Health Education 
Exhibition was organised at the TB Hospital in 
Ujjain. It was inaugurated by Dr B.N. Sahai and 
presided over by Dr N.R. Moghe, Chief Medical 
& Health Officer of the district. The members of 
the IMA of Ujjain were also invited to the 
exhibition. The exhibition was publicised 
through news papers and other mass media. 
About 300 persons visited the exhibition. 


A case detection camp was organised at the 
PHC, Jharda in which 37 sputa from people 
suffering from chest symptoms were examined 
and two cases were diagnosed. 


26. VIDISHA 


The celebrations were organised for 2 days 
from 18th December, 1985. 


A Refresher Course was organised for the 
general practitioners which was attended by 
about 100 participants including some pafd- 
medicals. and supporting staff of the 
Tuberculosis Programme. 


MAHARASHTRA 
27. AURANGABAD 


A week long celebration was organised in the 
Aurangabad district under which a one day 
Refresher Course for Medical Officers and 
private practitioners of the district was 
organised with the help of IMA, Aurangabad 
branch. To speak to the participants Professor 
K.C. Mohanty from J.J. Hospital and Dr MD. 
Deshmukh, eminent Tuberculosis Specialist of 
Bombay were invited. The Deputy Director of 


Health Services, Aurangabad, Dr T.H. Talib, 
Associate Professor of Medicine, Prof. S.D. Patil, 
Professor of Pathology, Dr Ingale, former 
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Professor of Paediatrics and Dr Kulkarni, 
Professor of Preventive & Social Medicine also 
participated. A video film was prepared on this 
occasion with the State Budget. 


Health Exhibition for the public was arranged 
for one day at the Medical College Hospital. The 
exhibition was inaugurated by Shri Wankhede, 
District Police Superintendent. The publicity 
materials received from NTI and also from other 
sources were displayed. The film on “Tuber- 
culosis Control” received from NTI was shown 
to the public and also to the staff of the 
Medical College Hospital, DTC and other 
officials of the Zilla Parishad and the film was 
much appreciated by all. 


A week long case-finding and BCG vaccination 
programme was arranged in 7 taluks of the 
district. Adequate publicity was given to the 
camps. Mobile X-ray van from Sholapur district 
was borrowed for X-raying the population. 
About 1,500 persons were X-rayed and 200 
persons were found to be suffering from Tuber- 
culosis and these patients were started on 
treatment at various PHCs. 


28. NAGPUR 


A two day programme on 8gth and 9th 
December, 1985 was organised at Nagpur 
under the guidance of Dr K.W. Barlingay, Chief 
Medical Officer, TB Demonstration & Training 
Centre, Nagpur. The scientific session was 
attended by about 100 medical and para- 
medical staff. The celebrations were inaugurated 
by Dr N.R. Agarwal, Deputy Director of Health 
Services, Nagpur and was presided over by Dr 
W.D. Hadole, Deputy Director of Health Services 
(TB & BCG) Maharashtra, Bombay. 


A Health Exhibition was organised which was 
opened by Dr W.D. Hadole. All the health 
education materials received from NTI were 
exhibited during the exhibition. The response 
from the public towards the Health Exhibition 
was extremely good. 


Case-finding camps with the use of mobile 
MMR service and sputum examination was orga- 
nised at Amgaon, Adegaon, Kanholibara, Hinga- 
na, Gumgeon, Kawadas, Takalghat and Sawangi. 
During the camp 406 symptomatics were exa- 
mined out of which ten were found to be 
soutuM positive 
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29. NASHIK 


The programme in Nashik was organised on 
99th December, 1985. 


The one day Refresher Course on Tuberculosis 
was attended by general practitioners. The dis- 
tinguished invitees who spoke during the 
Refresher Course were Dr M.D. Deshmukh, Dr 
K.C. Mohanty, Dr A.P. Rao, Dr A.B. Deshpande, Dr 
KA. Gangurde and Dr B.B. Chavan. About 100 
doctors attended the Refresher Course. 


Tuberculosis diagnostic camps were arranged 
as part of the celebration and they were held at 
Umabarthan, Abhona and Harsul. During the 
camp 660 symptomatics were examined and 61 
cases were detected. The celebrations were 
publicised well in the local dailies. 


A one day Health Exhibition was arranged 
which was inaugurated by Dr M.D. Deshmukh. 
About 200 people visited the exhibition. The 
pre-recorded cassettes received from NT! was 
used during the exhibition. 


30. THANE 


The following programmes, were organised in 
the district of Thane. (a) Two Refresher Courses 
of one day each, (6) Health Exhibition for the 
community for two days, and (c) Case detec- 
tion and BCG vaccination camps. 


A Refresher Course was organised at the Civil 
Hospital, Thane on 17th November, 1985 which 
was inaugurated by the Deputy Director of 
Health Services (TB & BCG), Bombay. The 
Additional District Health Officer of Thane was 
the Chief Guest. The Civil Surgeon and the 
Resident Medical Officer of Civil Hospital, Thane 
also. participated. Distinguished personalities 
were invited. Dr K.C. Mohanty, Hon. Professor, 
Chest & Respiratory Diseases, Grant Medical 
College, Bombay spoke on “Chemotherapy in 
Tuberculosis”. Dr G.D. Gothi, former Epidemio- 
logist of NTl spoke on “Case detection and 
investigations in tuberculosis”. Dr P.P. Doke, 
Asst. Director of Health Services, Bombay spoke 
on “Prevention of Tuberculosis’. Dr P.N. Bade, 
Addl. District Health Officer, Zilla Parishad, 
Thane spoke on “NIP”. About 60 doctors 
participated in the Refresher Course. 


Another Refresher Course of a day's duration 
was held on 99nd December, 1985 at the Rural 
Hospital, Kasa. About 40 participants were there 
in the Refresher Course which was inaugurated 


by the Asst. District 


Parishad, Thane. 


The Community Health Exhibition was arranged 
in Thane as well as Kasa along with the Refresher 
Course. The health education materials including 
the pre-recorded cassettes and the film on 
“Tuberculosis control” supplied by NTI were 
extensively used during the exhibition. 


Health Officer, Zilla 


Case detection and vaccination camps were 
organised at Navghar, Safala, Palghar, Dhasai, 
Vangani, Khardi and Wada during the month of 
September and during November camps were 
held at Uttan (taluk Thane), Chinchani (taluk 
Palghar), Vajreshwari (taluk Bhivandi), Sakharshet 
(taluk Mokhada). Talasari (taluk Talasari) and 
Kinvali (taluk Shahapur). Cases were detected 
through sputum examination as well as 
screening of the chest by X-ray. BCG vaccination 
was Offered to the infants. The diagnosed cases 
were put on anti-TB drugs. 


MANIPUR 
31. CHURACHANDPUR 


A one day Refresher Course was held in which 
forty doctors participated. 


The Health Exhibition organised at DTC, Chura- 
chandpur was attended by about 500 people. 
Shri T. Phungzathang, Hon'ble Minister for 
Health & Family Welfare, Manipur was the Chief 
Guest and Shri T. Gouzadou, Hon’ble MLA of 
the place presided over the function. Dr N. Kala 
Singh, Chief Tuberculosis Officer spoke on the 
“History of NTI and its contribution over the 
past 25 years”. 


Health Exhibition was attended by various 
persons from different government departments 
of the ditrict and private medical practitioners. 


Intensive case-finding camps were organised for 
a period of one week during which time 15 
new cases were detected. About 800 children 
were given BCG vaccinations at Rengkal and 
Mualvaiphei villages. 


ORISSA 
32. BALASORE 
In Balasore a week long programme was 


organised from 21st December, 1985 to 26th 
December, 1985 with the assistance of the Chief 
District Medical Officer, District Level 
Programme Officers and Secretary of the IMA of 
Balasore branch. 
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A Refresher Course was organised in which 61 
doctors from the PHlis and headquarters 
hospital and also some general practitioners 
Participated. The Joint Director of Health 
Services inaugurated the scientific session, and 
the Deputy Director of Health Services was the 
chairperson. The DTO spoke on the “Basic 
principles and objectives of NTP’. Dr G.N. Sahu 
Registrar, TB & Chest Diseases, S.CB. Medical 
College, Cuttack, Dr A:K. Mishra, Asst. Surgeon 
Headquarters Hospital, Balasore and Dr RC. 
Bhutia, Asst. Professor, TB & Chest Diseases 
S.C.B. Medical College, Cuttack participated. 


The Health Exhibition was -organised at the 
Sunhat Hospital, which meets the needs of 
10,000 population of Balasore and 5,000 
population of Rupsa PHC. The exhibition was 
organised by the Deputy Director of 
Tuberculosis. During the exhibition diagnostic 
facilities were provided for persons having 
chest symptoms. About 117 persons were 
examined at Sunhat Hospital and 172 at Bhadrak 
Hospital. 


Case-finding and BCG vaccination camps were 
also held at Shree Ma and Sri Aurobindo 
Charitable Dispensary, Bhadrak. With the active 
co-operation of the Field Publicity Officer, Govt. 
of India, District Public Relations Officer, 
Balasore and members of the Press the entire 
programme was given wide publicity through 
All India Radio, Cuttack and local daily news 
papers. 


33. SAMBALPUR 


Sambalpur district also organised a week long 
programme. in the district. 


A. Refresher Course on Tuberculosis was 
organised for doctors on 1st December, 1985 in 
which 140 Medical Officers including doctors 
from PHIs, doctors of the District Headquarters 
Hospital, Sambalpur, private practitioners and 
members of the IMA participated. Prof. S. Kar, 
Principal, Veer Surendra Sai Medical College, 
Burla and Dr Jiban Ram Lath, Asst. Professor of 
Medicine, V.S.S. Medical College, Burla_parti- 
cipated in the scientific sessions of the 
Refresher Course. Doordarshan Kendra of 
Sambalpur televised the Refresher Course. 


Health Exhibition was organised from 30th 
November, 1985 to 8th December, 1985 In 
which the health education materials supplied 
by NTI were used _ intensively. The Oriyan 
translation of all the materials supplied including 


the cassettes were used to the maximum. The 
President and members of the voluntary organi- 
sations like Rotary Club, Lions Cluo, Viswa Seva 
Sangha, Nari Seva Sadan, Utsars, and Satya Sai 
Seva Sangha participated in organising the 
exhibition as well as in the intensive case- 
finding camps. 


intensive case-finding and immunisation of 
children with BCG vaccination in the slum areas 
of Sambalour township and suburoan areas 
were organised from 2nd December, 1985 to 
8th December, 1985. The voluntary organisations 
represented by Presidents and some of the 
members actively participated in these 
case-finding campaigns. During the period 243 
children were vaccinated with BCG and 75 new 
cases were diagnosed who were started on 
treatment. 


The All India Radio, Sambalpur and the Editors 
of all the Local Dailies actively participated in 
giving a wide coverage to the entire 
celebrations organised in the district. 


RAJASTHAN 
34. AJMER 


Kamala Nehru State TB Demonstration & Training 
Centre, Ajmer organised the activities to be 
carried out in Ajmer district. 


Refresher Course for the general practitioners 
including Medical Officers from dispensaries 
and hospitals was organised on 10th 
November, 1985 which was inaugurated by Shri 
B.M. Shandilya, Chairman of the Railway 
Recruitment Board, Ajmer. Dr Raj Kumar Jaipal, 
MLA, Ajmer (East) presided over the function 
and Dr Vanmali Sharma, Superintendent of the 
STC gave a detailed report regarding the 
activities and the programmes drawn up for the 
celebrations. 


The Scientific session was conducted under the 
Chairmanship of Dr G.S. Jhalla, Retd. Professor & 
Head of the Dept. of Surgery, J.L.N. Medical 
College & Hospital, Ajmer. Dr T.N. Sharma, 
Professor & Head, Chest Hospital, Jaipur was 
the Co-ordinator. The other distinguished guests 
who addressed the doctors were Dr SK. 
Luhadia, Reader & Head of the Dept. of TB & 
Chest Diseases, Dr Arun Madan, Lecturer, Dept. 
of TB & Chest Diseases (both from J.LN. 
Medical College & Hospital, Ajmer) and Dr 
Vanmali Sharma, Superintendent, Kamala Nehru 
State TB Demonstration & Training Centre, Ajmer. 
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A two day Health Exhibition was organised at 
Kasturoa Hospital, Madar Gate, Ajmer. All the 
posters received from NTI were displayed. The 
pre-recorded cassettes were played conti- 
nuously during the exhibition and the printed 
material on Tuberculosis was freely distributed 
to the visitors. 


Intensive case-finding programme was held in 
Ajmer city and 195 persons were examined of 
whom five were found to be positive. Besides 
this, various camps were organised at 
Nasirabad,  Tilonia, Bijainagar, | Kishangarh, 
Beawar, Pushkar and Kekri. During the camps 
chest symptomatics were examined by physi- 
cians and also by X-ray and sputum exami- 
nation. Treatment was started for those who 
were found to be suffering from Tuberculosis. 


Dr S.S. Mathur, Dr S.K. Bhargava, Dr V.C. Kasliwal, 
Dr K.K. Garg and the staff of the Kamala Nehru 
TB Demonstration & Training Centre, Ajmer took 
active interest in the programme organisation 
and have been mainly responsible for the 
success of the celebrations. 


35. KOTA 


With the co-operation of the IMA, the DTC, Kota 
organised the Refresher Course, Health 
Exhibition and also Camps. 


Refresher Course for the Medical Officers was 
organised in which about 250 private practi- 
tioners participated. This included doctors from 
the Central Government Institutions and private 
factories. | 


The Health Exhibition was organised with the 
assistance of a team from Ajmer. 


Tuberculosis camps were held with the active 
support of Lions Club and Rotary Club. Both 
case-finding activity and BCG vaccination 
programme were arranged in the camps. 


36. UDAIPUR 


The Tuberculosis Clinic of Udaipur organised a 
function on 5th November, 1985 at the Bhandari 
Darshak Manap which was presided over by Dr 
S.L. Gupta, Deputy Director of Medical and 
Health Services, Udaipur. Dr Shurvir Singhji was 
the Chief Guest. Dr P.P. Gandhi, Chief Medical & 
Health Officer, Udaipur spoke on the occasion. 
The film on “Tuberculosis Control” produced 
by NTI was shown to the audience. 


The scientific session was held in which Dr 
Dinesh Kothari, Medical Officer-in-charge, 


——tre—age 


G.D. Sakroda, Dr N.K. Jain, Reader in TB & Chest, 
TB Sanatorium, Bari, Dr P.C. Jain and Dr BK. 
Meghwal took part in the discussion. 


A Refresher Course for Laboratory Technicians 
was organised and Shri Omkar Singh Rajawat, Sr 
Laboratory Technician and Shri Bansi Lal Mathur, 
non-medical team leader took the classes for 
the technicians. 


TAMIL NADU 


37. NORTH ARCOT 


At Vellore which is the headquarters town of 
the district a sub-committee was formed 
consisting of 10 members with the Collector as 
the President to organise the celebrations in the 
district. 


The celebrations started with a Refresher Course . 


which was organised at the Cobbs Hall, 


Voorhees College, Vellore on 8th December, 


1985 which was inaugurated and presided over 
by Sri E.S. Daniel Gunanidhi, District Collector of 
North Arcot. Dr Naina Mohmed, Deputy Director 
of Medical Services & Family Welfare (TB), 
Madras welcomed the gathering. Dr Khalilur 
Rahman, Retd. Deputy Director of Medical 
Services & Family Welfare, Tamil Nadu was the 
guest of honour and delivered the key note 
address. The other special invitee was Dr 
T.N. Balasubramanian, District Health Officer. 
Medical Officers from Government Health 
Institutions, members of the IMA, and private 
practitioners participated in the Refresher 
Course. ; 

The Scientific Session of the Refresher Course 
was inaugurated by Dr (Mrs) 'S. Rajarathinam, 
District Medical Officer, - Vellore. Dr Naina 
Mohmed, Dr Malathi Jadav, Professor of 
Paediatrics, C.M.C. Hospital, Vellore, Dr UR. 
John, CHAD, Vellore, Dr Parthasarathy from TRC 
(ICMR), Madras and Mr SA. Rajagopalan, 
Publicity Officer spoke on different aspects of 
tuberculosis. Vote of thanks was proposed by 
Dr A. Subramanian, DTO, Vellore. 


On 9th December, 1985 health education/case 
detection and BCG vaccination camps were 
conducted at Saidapet, Ramanaickenpalayam, 
K.V. Kuppam and Pernambur. During the camps 
32 cases were detected and 3,399 children in 
group 0-14 were offered BCG 
vaccination. 


Health Exhibition was also organised and the 


health education materials received from NTI 
were exhibited in the exhibition. 
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38. SALEM 


A Refresher Course for the doctors was 
organised on 22nd December, 1985 at the IMA 
Hall. Shri V. Palanichamy, District Collector 
presided and inaugurated the course. Dr Naina 
Mohmed, Deputy Director of Medical Services 
& Family Welfare (TB) Madras inaugurated the 
scientific session. Sri S.A. Rajagopalan, Publicity 
Officer, Directorate of Medical Services & Family 
Welfare, Madras talked on “Health education in 
tuberculosis prevention’. Dr P.M. Subramaniam, 
spoke on “Pathology on pulmonary tuber- 
culosis’”’. 


A Health Exhibition was conducted on 23rd 
December, 1985 in the complex of Municipal 
Dispensary, Ammapet, Salem town. Two days 
propaganda about the exhibition was made in 
the entire Salem town with the help of speaker 
fixed to an autorickshaw. The Health Exhibition 
drew a big crowd. 


Tuberculosis case detection camp was 
organised on 23rd December, 1985 at 
Ammapet and Namasiripet in which staff of the 
DTC participated. 


The mass BCG team worked both in Ammapet 
and Namasgiripet for one week to offer BCG 
vaccination to children. 


39. TIRUCHIRAPALLI 


The inaugural function of the celebrations was 
arranged under the auspices of the Anti-TB 
Association of Madras at the Conference Hall of 
Hotel Anand in Tiruchirapalli. The District 
Tuberculosis Association, Tiruchirapalli and the 
IMA of the district actively participated in the 
organisation. 


The inaugural function was presided over by Dr 
K.S. Sivasubramanian, Asst. Dist. Medical Officer. 
Dr Naina Mohmed, Deputy Director of Medical 
Services & Family Welfare (Tuberculosis), Madras 
delivered the inaugural address. 


The Refresher Course was chaired by Dr Naina 
Mohmed. About 90 doctors from various 
government hospitals, PHCs, municipal 
dispensaries and from voluntary organisations 
attended the scientific session. Prof. KV. 
Krishnaswamy, former Director of the Institute of 
TB & Chest Diseases, Chetput, Madras delivered 
the key note address. Dr I. Arunagiri, DTO, 
spoke on the ‘Various aspects of the problem 
of Tuberculosis”. Dr N. Sethuraman, Medical 
Officer, Rajaji Govt. TB Hospital spoke on Value 
of bacteriological diagnosis” and Dr G. Jaya- 


chandran, Medical Officer of the same hospital 
spoke on the ‘Role of voluntary organisations”. 
Dr Abdul Samad, Medical Officer of the PHC, 
Pudur Uthamanur spoke on the “Conventional 
treatment”. Dr Naina Mohmed reviewed the 
performance of NTP in the State of Tamil Nadu. 


Health Education Camps were held at Kodumal 
Municipal Dispensary, Tiruchirapalli from 27th 
December, 1985 to 2nd January, 1986. The 
dispensary covered the areas of Nathersha 
Street and Srirangam slum areas where BCG 
vaccination was also offered to 904 children. At 
the PHC, Kulumani, 712 children were given BCG 
vaccination. 


UNION TERRITORY 


40. PONDICHERRY 


The Union Territory of Pondicherry participated 
in the Silver Jubilee Celebrations of NTI. The 
Refresher Course for Medical Officers of the 
different hospitals and the private practitioners 
was organised which was inaugurated by the 
Health Secretary, Govt. of Pondicherry and 
oresided over by Dr V. Sambasivam, Director of 
Health & Family Welfare Services of the State. 
More than 100 Medical Officers participated in 
the Refresher Course. Dr R. Prabhakar, Director, 
Dr C.N. Paramasivam, Deputy Director, Tuber- 
culosis Research Centre, Madras, Dr R. Bhaskaran, 
Senior Specialist & Head of the Dept. of 
Radiology, General Hospital, Pondicherry and Dr 
V. Sivaraman, Medical Superintendent, TB 
Sanatorium, Gorimedu, Pondicherry were among 
the guest speakers of the day. The film on 
“Tuberculosis Control” produced by NTI was 
shown to the participants. 


The Health Exhibition was organised by the 
Health Education Bureau, Pondicherry & JIPMER. 
The exhibits were kept open for more than two 
weeks for the public. After the two weeks’ 
programme all the publicity materials were 
permanently shifted to the Chest Clinic, 
Pondicherry for the benefit of the public and 
patients of the Chest Clinic. 


BCG vaccination was provided to all the eligible 
population in the remote villages. Intensive 
sputum examinations were carried out in various 
PHIs of Pondicherry to commemorate the 
occasion. The entire programme has been 
successful in playing a key role to leave behind 
good impression in the minds of the Medical 
Officers who participated in the Refresher 
Course 
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UTTAR PRADESH 
41. DEHRA DUN 


In Dehra Dun a day's Refresher Course for the 
medical practitioners was organised on 27th 
November, 1985 at the Computer Centre 
Auditorium, F.R!. Dehra Dun. The Medical 
Officers and the para-medical personnel of the 
district hospital and also Medical Officers from 
the PHCs/S.A.D. hospitals attended the Seminar. 
Dr RB.L. Saxena, Chief Medical Officer, Dehra 
Dun inaugurated the course. 


42. HALDWANI (Nainital) 


The programme organised at Haldwani had two 
phases. 


The celebrations were inaugurated on 16th 
September, 1985 by the Joint Director, Medical 
Health & Family Welfare, Kumaon Division, 
Nainital in the Peoples’ College, Haldwani. The 
inaugural function was attended by special 
invitees, doctors, para-professionals and general 
public. The inaugural function was much 
publicised through local papers and other mass 
media. The Joint Director briefed the 
distinguished gathering about the work of NTI in 
evolving the tuberculosis control programme, 
research and in the training of medical and 
para-medical professionals. The DTO and 
Medical Officer of TB Clinic spoke about 
“Tuberculosis, its symptoms, diagnosis and 
treatment”. 


The Health Exhibition was also inaugurated on 
16th September, 1985 and it was opened to 
the public on 16th and 17th September, 1985. 
The publicity materials received from NT! were 
used in the Health Exhibition. A_ practical 
training for the medical and para-medical staff 
of the hospital was arranged for two days on 
16th and 17th September, 1985. 


A Refresher Course for the Medical Officers was 
organised on 9th October, 1985. Government as 
well as private doctors participated in the 
Refresher Course. During the Refresher Course 
emphasis was laid on some salient aspects of 
diagnosis, treatment, management of patients 
and prevention of the disease. Practical training 
was also organised for the Medical Officers as 
well as the para-medical staff who participated 
in the Refresher Course. On the evening of 9th 
October, four lectures were organised for the 
participants with the help of IMA, Haldwani 
district branch in the Co-operative Bank Hall. 


The subjects discussed were (1) Pulmonary and 
childhood tuberculosis, (2) Chemotherapy of 
tuberculosis including SCC, and (3) Current 
status of immunisation against tuberculosis. 


Case-finding and immunisation camps were 
arranged for two days from 8th October, 1985 
for which adequate propaganda was given. 
Two different slum areas of the district were 
selected for the camps. During the camp 1407 
chest symptomatics were identified and sputa 
were collected from 641 persons for 
examination. About 87 persons were referred 
for X-ray to DTC. In all 109 new patients were 
diagnosed of whom 67 were found to be 
sputum positive. In the two days of the camp 
1361 children were vaccinated with BCG. 


43. HAMIRPUR 


A five day programme was organised in the 
Hamirpur district. The inaugural function was 
oresided over by Dr KB. Khare, Joint Director 
(TB), Govt. of Uttar Pradesh, Lucknow and was 
inaugurated by Shri Virendra Singh, District 
Magistrate. Dr K.D. Ram, Additional Director 
(Medical) of Jhansi Mandal was the Chief Guest. 
Invitees included, in addition to the important 
people of the town, Medical Officers of PHls, 
District Hospital and Women’s Hospital, general 
oractitioners and others. A scientific session 
was organised after the inaugural function. Dr 
K.B. Khare, Dr R.N. Katiyar, Chief Medical Officer, 
Hamirpur, Dr S.K. Katiyar, Reader in Department 
of Chest and TB, GS.V.M. Medical College, 
Kanpur and Dr S.K. Khurana, DTO, Hamirpur took 
active part in the scientific session. 


An Exhibition was arranged for the public at the 
District Tuberculosis Hospital and it was 
inaugurated by Dr RN. Katiyar. About 500 
persons visited the exhibition. BCG vaccination 
was offered during the exhibition. 


Case-finding and BCG vaccination camp was 
organised in the slum area with the assistance of 
the Medical Officers of the concerned PHCs. 
About 80 persons were examined in the camp 
and 12 patients suffering from pulmonary or 
extra pulmonary tuberculosis were diagnosed 
and 245 children were vaccinated with BCG. 
Adequate publicity through Press was given to 
the entire celebration. 


44. KANPUR 
Kanpur DTC arranged a two day programme in 
Kanpur. 
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A Refresher Course was organised on 28th 
December, 1985 for the Medical Officers from 
various PHCs, uroan centres, local tuberculosis 
hospital, ES! dispensaries, private practitioners 
and some para-medical workers. The Refresher 
Course was inaugurated by Professor MS. 
Agnihotri, Department of Tuberculosis, K.G. 
Medical College, Lucknow. Dr RK. Narang, 
Professor & Head, Tuberculosis & Communi- 
cable Diseases, G.S.V.M. Medical College spoke 
on “SCC”: Dr S.K. Singh, Lecturer, Tuberculosis & 
Communicable Diseases spoke on “Diagnosis of 
respiratory diseases’; Dr V.S. Rajvansi, Professor 
& Head, Pathology spoke on “Laboratory investi- 
gation in tuberculosis’; Dr S.K. Katiyar, Reader in 
Tuberculosis spoke on ‘Place of chemotherapy 
in tuberculosis”; Dr J.P. Sharma, Chief Medical 
Officer, Kanpur Dehat spoke on “Management 
of tuberculosis patients at PHC’; and Dr 
K.B. Khare, Joint Director (TB), Medical & Health 
Services U.P. spoke on “DTP”. 


An Exhibition as part of health education of the 
community was arranged on 1st January, 1986 
in the premises of DTC Kanpur which was 
inaugurated by Mrs Sikoria, wife of Chief 
Medical Officer, Kanpur Nagar. The local people 
and patients in large numbers visited the 
exhibition. 


Case detection camps were organised in the 
slum area and also in a village. 


45. LUCKNOW 


The inaugural session of the Silver Jubilee 
Celebrations was organised at the Govt. TB 
Clinic, Rajendranagar, Lucknow on 10th January, 
1986. In the absence of Hon'ble Health Minister 
of Uttar Pradesh who could not grace the 
occasion due to unavoidable circumstances, Dr 
P.c. Vyas, Director in Chief, Medical & Health 
Services, Uttar Pradesh inaugurated the function. 
Dr MMS. Siddhu, Hon. Secretary, Uttar Pradesh 
Tuberculosis Association presided over the 
function. The inaugural session was attended by 
about 400 persons including high officials, 
medical and para-medical personnel of the 
Govt. hospitals, local medical practitioners and 
tuberculosis patients. 


After the inauguration the technical session 
started in which the Medical Officers in-charge 
of the PHCs, Superintendents of Maternity 
Homes, doctors from Balrampur hospital, 
Tuberculosis hospital and other hospitals and 


local medical practitioners of the | city 
participated. Dr MMS. Siddhu, Dr Agnihotri, 
Professor of Tuberculosis, K.G. Medical College, 
Lucknow, Dr K.B. Khare, Joint Director (TB) Uttar 
Pradesh and Dr RS. Bajpai, Chief Medical 
Officer, Lucknow delivered lectures On various 
aspects of NTP. Dr SR. Pande, Additional 
Director, 20 Point Programme, Uttar Pradesh 
spoke on the “Targets and achievements made 
by the State in the tuberculosis work’’. 


A Health Exhibition for the public was 
organised for two days from 10th January, 1986 
to 12th January 1986 at the Government Tuber- 
culosis Clinic. In addition to the health 
education materials sent from NTI others were 
orocured from State Health Education Bureau 
and Tuberculosis Association of Uttar Pradesh. 
Film Shows were also organised during the two 
days. The exhibition was attended by a large 
number of people. 


Field programmes in the rural and urban areas 
were organised from 13th January, 1986 to 25th 
January, 1986. During the field programmes 
sputum examination of chest symptomatics was 
taken up besides offering BCG to children in the 
age group of 0-4. In the slums on the bank of 
Haider Canal soutum examination was offered 
to 34 persons of whom one was found to be 
positive. BCG vaccination was given to 76 
children. 


In the rural areas of Ghazipur sputum 
examination was offered to 25 patients and 
none was found to be sputum positive. BCG 
was Offered to 63 children in 0-4 years. 


The entire seminar was televised on 10th 
January, 1986 from the Doordarshan Kendra of 
Lucknow. All India Radio and the leading news 
papers also gave a wide coverage and publicity 
of the celebrations. 


46. MEERUT 


A Refresher Course for doctors was organised in 
which 100 doctors both in government service 
as well as in private practice and also 200 
para-medicals participated. 


A week long BCG campaign was organised in 
the slum area and during the period 800 
children were given BCG vaccination. Besides 
this, four case-finding campos were organised 
and 400 sputa were examined of which 40 
were found to be positive. Treatment for these 
40 patients was started. An Exhibition was 
organised at the IMA campus where the posters 
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and other health education materials received 
from NTI were displayed. 


47. VARANASI 


The DTC, Varanasi organised a week long 
programme from 29th October, 1985 to 5th 
November, 1985. During the week, seminars, 
workshops, etc. were held besides organising 
the exhibition. 


Seminar on Tuberculosis was held in the 
Seminar Room of IMA, Varanasi on 29th 
October, 1985. The participants included 
general practitioners, Medical Officers of the 
PHIs, teachers from Banaras Hindu University 
Medical College. There were about 100 partici- 
pants in the seminar. The meeting was presided 
over by Dr MA. Siddiqui, President of IMA, 
Varanasi branch. Dr Bhanu Shankar Mehta, a well 
known Pathologist and a senior member of IMA 
was the Chief Guest. On 1st November, 1985 4 
Refresher Course was arranged in which about 
100 doctors and para-medical staff parti- 
cipated. Dr K.M. Chandra, Chief Medical Officer 
of the district was the Chief Guest. 


On 5th November, 1985 an Exhibition on 
Tuberculosis was arranged in the premises of 
S.S.P.G. Hospital, Varanasi. This was inaugurated 
by Dr K.M. Chandra. The health education 
materials received from NTI were displayed and 
the film was shown. The pre-recorded cassettes 
were also used during the exhibition. Dr 
Rajendra Verma, Addl. Director, Medical Health 
& Family Welfare, Govt. of Uttar Pradesh 
appreciated the arrangements made in the 
exhibition. Dr. G. Singh, DTO gave a talk on the 
All India Radio. 


WEST BENGAL 
48. CALCUTTA 


The Silver Jubilee Celebrations were inaugurated 
on 11th December, 1985. The Refresher Course 
on Tuberculosis organised at Rotunda was 
presided over by Dr Ambarish Mukherjee 
Hon'ble Minister of Health & Family Welfare. 
West Bengal. The other dignitaries who were 
invited were the Health Secretary, Director of 
Health Services, Chief Medical Officers of 
Health and other leading members. Dr AK. Roy 
Choudhury, DTO, welcomed the gathering and 
Dr SK. Bhattacharya, Asst. Director (TB) 
explained the background of the celebrations. 


An Exhibition was held at the Urdu Primary 
School, Basti area. The film on ‘Tuberculosis 
Control” was shown to the people in a village 
fair in South 24 Parganas. Case-finding camps 
were also organised for a week in the Basti area. 


49. 24 PARGANAS 


A week long programme was organised in 24 
Parganas. A Refresher Course and a Seminar 
were held at the Nurses Lecture Theatre in the 
campus of MR. Bangur Hospital, Tallygange, 
Calcutta. Dr Ambarish Mukherjee, Hon'ble 
Mimster of State, Dept. of Health & Family 
Welfare, Govt. of West Bengal inaugurated the 
celebrations and Shri Prasanta Kumar Sur, 
Hon'ble Minister in-charge of local self- 
government and Uroan Development, Govt. of 
West Bengal was the Chief Guest to preside 
over the function. About 250 persons including 
medical officers of chest clinics, PHCs, state 
general hospitals, sub-divisional hospitals, rural 
hospitals, general practitioners, para-medical 
and supporting staff of the district attended the 
course. The colour film on ‘Tuberculosis 
Control” was shown to the group. The 
pre-recorded cassettes received from NTI was 
also played. 
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A one day Health Exhibition was organised at 
the IMA Hall of Kamarhati branch. With the 
active co-operation of the IMA all the health 
education, materials received from NTI were 
displayed. The cassettes were played and the 
colour film was shown to the public. The 
response from the public was quite 
encouraging. 


Intensive tuberculosis case-finding campaign 
was organised for 5 days in the slum areas 
nearest to the DTC. Tuberculosis health visitors 
of the DTC made a house to house visit in the 
area to identify the chest symptomatics. During 
the 5 days they identified 100 persons suffering 
from chest symptomatics who were referred to 
the DTC for X-ray and sputum examination. Out 
of the 100 persons examined 7 sputum positive 
cases and 43 suspect cases were diagnosed 
and put on treatment. 


The BCG technicians intensified the BCG 
vaccination programme in their respective areas. 
The coverage for BCG was quite satisfactory. 
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CELEBRATIONS IN THE STATES 
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Prof. Sundaramma, S.V.R.R. College, Tirupathi, addressing the 
participants of the scientific session — Chittoor, A.P. 
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Dr A.A. Mallick, Deputy Director of Health Services (TB), Bihar, 
DHANBAD. 


Dr AA. Mallick, Deputy Director of Health Services (TB), Bihar 
addressing the participants — DHANBAD. 
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Inaugural address by Thakur Kaul Singh, Hon'ble Minister of State for 
Health & Family Welfare — Himachal Pradesh, MANDI. 


A view of the seminar — Dakshina Kannada, KARNATAKA. 


Scientific Session — Alirajpur, Jnabua, M.P. 
Dr. N.K. Gupta, DTO, addressing the gathering. 


Organisers & leaders in Leaders’ Training Camp - Chindwara, MP. 
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Scientific Session in progress re Vidisha, M.P. One of the distinguished 
speakers addressing. 


Dr. Bhagirathy Panda (Medical Officer), Dr. Damodar Mishra (Chief 


Medical Officer), Dr. (Mrs) Padmini Supkar (District Tuberculosis Officer) 
- SAMBALPUR, ORISSA. 
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Dr. D. Mishra, Chief Medical Officer entering the hall. 


Dr. Damodar Mishra, Chief Medical Officer, SAMBALPUR 
inaugurating the Exhibition on Tuberculosis. 


the Chief Medical Officer going round the Exhibition, with 
Bistriet 1.8, Officer anid others. 
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The Chief Medical Officer, SAMBALPUR going round | 
the exhibition. 


Ps 


Chief Medical Officer at the exhibition. 


abrat Kar, Principal & Head of the Deptt. 
S, Medical College, Burla addressing 


the participants. 


Refresher Course — Prof. Saty 
of Social & Preventive Medicine, V.S. 


Dr. J.R. Lath, Asst. Professor, Deptt. of Medicine, V.S.S. Medical College, 
Burla, another speaker at the seminar 


Prof S.N. Tripathy, Head of the Deptt. of Tuberculosis & Chest Diseases, 
V.S.S. Medical College, Burla, speaking during the seminar. 


Dr. Bhagirathy Panda, Medical Officer, District TB Centre, Sambalpur, 
introducing DTC’s functions to participants. 


rict TB Officer. 


Vote of thanks by Dr. (Mrs) Padmini Supkar, Dist 
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Participants of the refresher course. 


Participants of the refresher course 


Welcome by Dr. S.K. Bhargawa, Ajmer, Rajasthan. 


Dr. Vanmali Sharma, Superintendent presenting the report. 


Participants of the seminar. 


A view of participants. 


Inauguration of exhibition. 


A view of the exhibition. 


A view of the exhibition. 


Refresher course — Salem, Tamil Nadu — Distinguished speakers on the 
dias. 


Dr. T. Arunagiri, DTO — Tiruchirapalli, Tamil Nadu, speaking during the 
scientific session. 


Distinguished speakers during scientific session at Forest Research 
Institute — DEHRA DUN, U.P. 


Scientific session in progress, HALDWANI, U.P. 


Sri Virendra Singh, District Magistrate inaugurating the Seminar — 
HAMIRPUR, U.P. 


Address by Dr. Agnihotri, Prof. of TB, K.G. Medical College, Lucknow, 
U.P. - KANPUR. 
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Dr. K.B. Khare, Joint Director (TB) U.P. addressing the participants — 
Rajendranagar, LUCKNOW. 


Dr. K.M. Chandra, CMO, Varanasi, U.P. declaring open the exhibition. 
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Refresher course on Tuberculosis — a discussion during the 
proceedings — Varanasi, U.P. 


Dr. R.C. Das, DTO, 24 Parganas, WEST BENGAL, addressing the 
participants. 
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